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AORTIC LESIONS 


IN RELATION TO 


CARDIAC FUNCTION AND PHYSICAL SIGNS* 
BY HENRY A. CHRISTIAN, M.D.t : 


T this time lesions of both the aortic valve 
and of the aorta itself are being included in 
a discussion of aortic lesions. However, apart 
from aneurysms, lesions of the aorta itself, which 
do not involve the ring of the aortic valve, have 
an almost negligible influence on cardiac func- 
tion and hardly more influence on cardiac phys- 
ical signs. In fact, except for aneurysm of 
the aorta, pathological changes in the aorta of 
any sort, so long as they cause no change in the 
aortic valve, produce a minimum of symptoms 
and signs. At times lesions of the aorta involve 
the orifices of the coronary arteries and cause 
anginal pain, but after all, this is unusual with- 
out simultaneous involvement of the valve cusps 
and even then not very frequent. 

At. autopsy abnormality of the aorta is en- 
countered very often, and so we have the discrep- 
ancy that pathological lesions, very commonly 
involving a structure carrying almost all of the 
circulating blood, quite rarely influence body 
function in a deleterious way. Pathological le- 
sions of the aorta lead to general dilatation and 
tortuosity of the aorta or to local dilatation with 
formation of aneurysm. There is almost never 
any narrowing of the aorta, and localized tear 
with dissecting aneurysm or rupture is rare. Ar- 
teriosclerotie changes in the aorta causing mod- 
erate dilatation, though occurring very frequent- 
ly, seem to have almost no harmful influence. 
Hypertension, as a rule, produces dilatation and 
tortuosity of the aorta and nothing more. Both 
processes very rarely cause any change in the 
aortic valve. Dilatation and tortuosity of the 
aorta from arteriosclerosis of the aorta or from 
hypertension or from a combination of both seem 
to cause little or no change in circulatory effi- 
ciency; when they do, it is because the aortic 
valve has become stretched and aortic insufficien- 
ey results, a form of aortic insufficiency, how- 
ever, relatively benign. 

In contrast, aneurysmal dilatation, usually 
syphilitic in origin, may cause serious symp- 
toms from pressure of the aneurysmal sac on ad- 
jacent structure, and syphilitic lesions of the 
aorta very commonly involve also the aortic 
cusps with a resultant aortic insufficiency, a le- 
reve always serious and usually relatively soon 

atal. 
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In contrast to the aorta itself, lesions of the 
aortic valve almost always cause abnormal phys- 
ical signs and sooner or later damage cardiac 
function, usually to a marked degree in a rela- 
tively short space of time after insufficiency of 
the valve results, though this is not so true when 
the lesion causes chiefly stenosis of the aortic 
valve orifice. Processes involving other of the 
heart valves than the aortic seem, as a rule, to 
damage simultaneously the heart muscle. With 
lesions of the aortic valve alone, heart muscle 
far more rarely is damaged, and this plays an 
important réle in the effect on cardiac function. 
With rheumatic lesions effecting the mitral 
valve, myocardium usually is damaged, too, and 
so rheumatic mitral stenosis is a lesion tending 
to cause cardiac insufficiency in a relatively 
short time, ten to fifteen years. In contrast rheu- 
matic aortic stenosis may persist for very many 
years without evidence of cardiac insufficiency. 
In addition, stenosis of the mitral orifice in it- 
self effects cardiac function more than does 
stenosis of the aortic orifice, probably because 
in the former the relatively thin-walled auricle 
is a much less powerful driving force to over- 
come the resistance of a stenosed mitral opening 
than is the much more developed muscle wall of 
the ventricle acting against the increased re- 
sistance at a stenosed aortic valve. 


In contrast to aortic stenosis, aortic insuffi- 
ciency, with few exceptions, quite promptly 
leads to evidences of decreased cardiac function, 
and the course of the disease, when there is a 
marked degree of aortic insufficiency, usually is 
quite rapid, five years or under, especially when 
the lesion is caused by syphilis. 

When the aortic lesion is mainly a stenosis, 
the most frequent progression of symptoms is, 
after a long period of freedom from symptoms, 
a rapidly progressing dyspnea with edema ap-- 
pearing in a short time, and this period of the 
disease often lasting only a few weeks before 
a fatal issue. With aortic insufficiency dominat- 
ing the picture, the duration of symptoms usu- 
ally is considerably longer, but not very long, 
with a tendency for dyspnea to be of paroxysmal 
type and edema not a very prominent develop- 
ment. Many of these latter patients reach a 
bedridden stage to die with unexpected sudden- 
ness, often quietly without a struggle. Of all 
forms of cardiac valve disease, pure aortic insuf- 
ficiency is the one most frequently causing sud- 
den death. 
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As a rule, stenosis of the aortic valve gives 
a very long period of physical signs without 
symptoms, while with aortic insufficiency physi- 
eal signs do not greatly precede the develop- 
ment of symptoms. 

Both lesions can be diagnosed with a very con- 
siderable degree of accuracy. A basal, loud, 
rather rough, systolic murmur accompanied by 
a thrill in the aortic area points to aortic steno- 
sis, while a long, blowing, rather soft, diastolic 
murmur commencing immediately after the sec- 
ond sound, continuing through diastole without 
terminal accentuation and heard best, as a rule, 
over the midsternum at the level of the second 
interspace and along the left sternal margin in 
the third and fourth interspaces, indicates 
aortic insufficiency. With the former the radial 
pulse is small in size with flattening of the 
pulse wave, pulsus parvus et tardus, while with 
the latter it is large with a very quick rise and 
fall and a sharp top to the wave pulsus celer et 
magnus. With each pulse, the type of blood 
pressure reading is quite characteristic, especial- 
ly the very high pulse pressure of aortic insuffi- 
ciency, which is almost pathognomonic of aortic 
insufficiency. With each lesion the heart is 
greatly enlarged. The heart of aortic insufi- 
ciency is the traditional cor bovinum, but the 
heart in aortic stenosis causing death from car- 
diac insufficiency averages even heavier in 
weight. 

Very often both systolic and diastolic mur- 
murs are heard in the basal region of the heart. 
A marked stenosis usually causes leakage as well 
as obstruction ; aortic insufficiency without sten- 
osis usually results in a systolic murmur in addi- 
tion to the typical long diastolic murmur, just 
described, which is caused by dilatation of the 
aorta or thickening and lack of pliability of the 
aortic cusps. If stenosis dominates, apart from 
the diastolic murmur, there is little evidence of 
considerable regurgitation, i.e., the pulse is less 
collapsing and the pulse pressure lower than 
would be anticipated from aortic insufficiency. 
If insufficiency dominates, the systolic murmur 
is not so rough, is less vibrant and causes little 
or no thrill. A typical Corrigan pulse is pres- 
ent and pulse pressure is high. Usually it is 
possible to diagnose correctly the dominant le- 
sion, when both murmurs are heard, the thing 
which usually happens. Known etiology helps. 
Syphilis never causes stenosis. In rheumatic 
disease both stenosis and insufficiency exist as a 
rule, but usually stenosis dominates. When the 
patient has both syphilitic disease of the aorta 
and rheumatic disease of the aortic valve, in my 
experience the valve lesion is just as it would 
be in uncomplicated rheumatic disease of the 
heart, while the aorta has the usual appearance 
of syphilitic aortitis but without dilatation. 

When the aorta is dilated without involving 
the aortic orifice in the dilatation, a systolic 
murmur usually is heard in the aortic area, es- 
pecially in the arteriosclerotice form of dilatation, 


but it is unaccompanied by a thrill except rarely. 
In that event the thrill is not so coarse as with 
aortic stenosis and often is felt rather better 
in the first than the second right interspace near 
the sternum. This thrill ordinarily is due to the 
pulsation of the dilated aorta communicating its 
impact to the adjacent chest wall instead of 
being the vibration accompanying the murmur 
and so is encountered more often when blood 
pressure is high than in arteriosclerotic or syph- 
ilitic dilatation of the aorta without hyperten- 
sion. Consequently sometimes the thrill may be 
felt when no murmur is heard. 

The mechanism of the murmur accompanying 
arteriosclerotic dilatation of the aorta usually is 
explained as the result of the roughening of the 
surface of the aorta. This explanation does not 
seem to me tenable, since during life the rough- 
ened, elevated plaques of arteriosclerosis, seen 
after the aorta has been opened, are flattened 
out by the intra-aortic blood pressure and pre- 
sent an essentially smooth surface or bulge 
slightly. It seems to me more probable that the 
systolic murmur results from the blood flowing 
from a relatively narrow part of the aorta near 
the aortic valve into a more dilated portion be- 
yond. Were the aorta dilated at the level of 
the valve cusps, the latter would be insufficient 
and a diastolic murmur produced, which is not 
present in these patients. 

The systolic murmur heard in the aortic area 
at the base of the heart much more frequently 
is associated with dilatation of the aorta than 
with stenosis of the aortic valve. So it is not 
justifiable to make a diagnosis of aortic stenosis 
unless the murmur is accompanied by a thrill, 
and the pulse is of the type already described. 
Aortic stenosis may be present without a thrill, 
especially during the late stages of decompen- 
sation. However, to miss these will lead to fewer 
diagnostic errors than would occur if all systolic 
murmurs in the aortic area were diagnosed as 
due to aortic stenosis. ) 

It is interesting to note that, in a similar way, 
the very frequent apex systolic murmur infre- 
quently is due to organic mitral disease. In gen- 
eral systolic murmurs rather infrequently are 
caused by valve lesion and should not be so 


diagnosed, unless there is good other evidence 


of organic valve lesion. ! 

The roentgen-ray has added greatly to our 
ability to diagnosticate aortic lesions. The size, 
form and position of the aorta can be determined 
with much accuracy by appropriate x-ray tech- 
nique and this helps in understanding the 
changes taking place in the aorta. Using special 
methods, areas of calcification can be visualized 
in both the aortic wall and in the aortic cusps. 
To demonstrate the latter, along with making 
out physical signs indicative of aortic stenosis, 
makes certain the diagnosis of aortic stenosis 
with calcification, a lesion with a very definite, 
clinical picture, making of it a distinctive clin- 
ical entity. 


N. B. J. of M. 
November 6, 1931 ~ 
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PRENATAL AND MATERNAL CARE* 


BY ROBERT L. DE NORMANDIE, M.D. 


RESIDENT HOOVER in his opening ad- 

dress to the White House Conference said: 
‘*After we have determined every scientific fact, 
after we have erected every public safeguard, 
after we have constructed every edifice for edu- 
cation or training or hospitalization or play, yet 
all these things are but a tithe of the physical, 
moral an spiritual gifts which motherhood 
gives and home confers. None of these things 
carries that affection, that devotion of soul 
which is the great endowment from mothers. 
Our purpose here today is to consider and give 
our mite of help to strengthen her hand that 
her boy and girl may have a fair chance.’’: 

I am asked to speak to you this morning on 
our Section of the Conference which consid- 
ered Prenatal and Maternal Care. Prenatal and 
maternal care is the very foundation upon which 
all child health and protection must be built, 
for if this is poorly laid then the family is 
disrupted. 

For committee work the Section was divided 
into five sub-committees : 


I. Obstetric Teaching and Education 


II. Maternal and Early Infant Care 

III. Interested Organizations 

IV. Factors and Causes of Fetal Newly 
Born and Maternal Morbidity and 
Mortality 

V. Basic Sciences and Maternal and Fetal 
Problems 


The first section was further subdivided into: 
Education of 
a. Physicians Undergraduate 
Graduate 
b. Nurses 
e. Midwives 
d. The Laity and Social Workers 


I shall omit any word on the bearing of the 
basic sciences on maternal and fetal problems 
at this time, and confine my remarks to the other 
four sub-committees. 

Many of the recommendations of the Com- 
mittee on the Obstetric Teaching and Education 
of Physicians, both undergraduates and grad- 
uates, are purely problems for the medical 
schools to thrash out and need not be mentioned 
here. Some, however, are of interest, for they 
lead to the better understanding of some of the 
difficulties we meet in our fight against maternal 
mortality, which admittedly is high in this coun- 
try. 

*Read at the Massachusetts Committee of the White House 
—r on Child Health and Protection, at Boston, October 6, 
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The committee recommends a more liberal al- 
lotment of teaching hours in clinical obstetrics ; 
more adequate facilities for clinical instruction ; 
the development of larger and better prenatal 
and postpartum clinics; that all student deliver- 
ies in the home be supervised; that the reason- 
able number of cases for students to deliver un- 
der adequate supervision is not less than twenty- 
five; that there should be larger opportunities 
for witnessing complicated cases; that a senti- 
ment should be engendered in this country, as in 
Germany, which would prohibit a general prac- 
titioner or specialist in other fields performing 
major obstetric procedures; and finally, that im- 
provements in obstetric practice will only come 
from improved teaching methods and improved 
practice by the general practitioner. It is clear 
that this committee finds the teaching of ob- 
stetries far from satisfactory. 


In turning now to the committee report on 
Nursing and Nursing Attendants, this commit- 
tee attempted to find out the nurses’ knowledge 
about obstetrical nursing in 1930, what the state 
regulations were governing hospital schools 
where obstetrical nursing is taught, including 
the curricula for that teaching, what the actual 
conditions were in 1930 in a number of the 
schools for nursing, and what were the opportu- 
nities for postgraduate work and the status of 
the trained attendant in maternity care. In 
order to answer these questions the committee 
sent out a series of questionnaires, and it states 
in its report that there seems to be no escape 
from the conclusion that nurses do not know 
what adequate maternity care is. 

When a group of nurses were asked the ques- 
tion about preventing maternal mortality, a 
large majority of them did not answer at all. 
The few that did answer gave such replies as 
these: ‘‘Maternal mortality should not be pre- 
vented.’’ ‘‘By belief in God.’’ ‘‘It is now so — 
low that nothing more can be done about it.’’ 
‘*By better obstetriecs.’’ ‘‘By enforcing the Vol- 
stead Act.’’ ‘‘By birth control.’’ The committee 
came to the conclusion that these nurses did not 
realize that obstetrical nursing plays a part in 
the prevention of maternal mortality. 


In studying the state regulations this commit- 
tee finds that hospitals with too few patients to 
offer adequate variety and volume of service are 
accredited as schools of nursing in most states; 
that the educational prerequisite required for 
admission to these schools of nursing is too low 
in most states to assure students capable of mak- 
ing the most of good instruction in obstetrical 
nursing ; that the length of course in nursing re- 
quired is adequate in the majority of states; 
that there is no requirement in most of the 
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‘states for experience in the care of normal preg- 
nant mothers before delivery or in the care of 
patients in labor or postpartum patients outside 
the hospital; that there is no requirement about 
the qualifications of teachers and supervisors; 
they suggest that an effort be made to acquaint 
the public with the communities’ needs for 
nurses who know obstetrical nursing to help in 
the maternity care that will reduce our high 
maternal mortality ; and they urge them to sup- 
port every move to increase the state require- 
ments for their preparation to do that work. 

In studying the actual conditions in a number 
of the schools of nursing where obstetrical nurs- 
ing is taught, this committee found much to 
criticise, for they found that 35% of the schools 
teaching obstetrical nursing are in hospitals with 
a daily occupancy less than the maximum re- 
quired in any state regulation, and only 31% 
have a daily occupancy equal to that considered 
necessary to the League curriculum, while only 
31% have the educational prerequisite consid- 
ered necessary by the League curriculum. They 
conclude that with the poorly prepared instruc- 
tors and supervisors and with students doing 
all the nursing and therefore not always free to 
take advantage of all the opportunities to learn, 
it is fair to say that a service of less than ten 
obstetric patients a day does not offer a suffi- 
cient volume and variety of experience for teach- 
ing obstetric nursing; and the committee urged 
that a committee be appointed to prepare a fun- 
damental curriculum for theoretical instruction 
and practical experience in obstetric nursing 
that will be sufficient to teach nurses what ade- 
quate maternity care is and how to give the 
nursing part of it from the beginning of preg- 
nancy through the puerperium. 

In revard to postgraduate training in obstet- 
rical work, the committee recommended that 
hospitals be urged to accept as students those 
graduate nurses who wished to make up for the 
deficiency in their elementary instruction in ob- 
stetrical nursing, or to keep informed of changes 
and developments in obstetric procedures, and 
that the committee previously spoken of con- 
sider the preparation of a curriculum for a true 
postgraduate course in obstetrical nursing. 

In studying the status of the trained attend- 
ant in maternity care, the committee concluded 
that there were many trained attendants from 
registered or non-registered schools, as well as 
many women with no formal preparation but 
with varying amounts of experience and skill, 
giving an unknown kind of nursing care to ma- 
ternity patients. The committee found from the 
State Boards of Nurse Examiners that in four 
- states the schools for trained attendants are reg- 
istered, and that there are fourteen such schools. 
They concluded from questionnaires sent to 
these schools that none gave sufficient training 
in maternity care to qualify their graduates to 
eare for maternity patients; and the committee 


feels strongly that this same committee must 
study the best way to prepare, control, employ 
attendants trained for maternity 
work. 

The report on the Education of the Midwife 
is a very comprehensive, thorough and interest- 
ing report. As we here in Massachusetts do not 
recognize the midwives and scarcely admit that 
they exist, it seems unnecessary to give in any 
detail this splendid report. However, let me 
speak of one or two of their conclusions. This 
committee states that the ultimate solution of 
the problem of good obstetrics lies not in the 
midwife but in developing a sufficient number of 
doctors who are well trained in the fundamental 
principles of obstetrics; that at the present time 
the midwife is a necessity ; she can not be elimi- 
nated in some sections, and every effort should 
be made by the profession to improve her as rap- 
idly as possible; this improvement should be 
brought about by local effort; recognized insti- 
tutions for the training of midwives must be es- 
tablished if present conditions are to be perma- 
nently improved; the establishment of such in- 
stitutions is a local and not a state responsibil- 
ity; as the need for midwives seems greatest in 
those communities having a large colored popu- 
lation, the committee thinks it would be wise to 
establish institutions for the training of colored 
midwives in the South; there should be a pro- 
vision for postgraduate courses for keeping mid- 
wives up to date. The committee commends the 
good work that has been done in recent years 
by many state boards of health, and feels that 
such work should be continued under the same 
supervision. 

From a survey of the education of the social 
worker in maternity work, it was clear that in 
many instances the worker had had insufficient 
training in medical social work. The committee 
regarded social workers in maternity work as 
specialized workers with responsibilities both to 
families and communities, and that they must 
know what constitutes adequate provision for 
maternal care. With this in mind the commit- 
tee drew up an outline for such care. It was 
thought that a minimum of sixteen class hours 
should be devoted to maternity care. It in- 
cluded: normal pregnancy; the importance of 
consecutive care; normal labor and postpartum — 
eare; complications of pregnancy; preventive 
measures; complications of the postpartum 
period; and the development of community ma- 
ternity programs. 

Another outline showed what the committee 
thought the medical student should know in 
regard to medical social work in relation to ma- 
ternal welfare. 

The committee recommended that social work- 
ers in maternal welfare be carefully trained as 
has been outlined, and it further recommended 
that every public maternity hospital have a 
well-trained social worker in its personnel. 
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In regard to the education of the laity, the 
report is divided into two parts, the first con- 
sidering the pregnant woman and the second 
the publie at large. It shows that the first at- 
tempt at prenatal work was begun in 1907 in 
New York by the Association for Improving the 
Condition of the Poor. From then on there has 
been a steady increase in attempts to educate the 
pregnant woman. 

These types of instruction were found in use: 
prenatal clinics, mothers’ classes, prenatal let- 
ters, mothers’ correspondence courses, and 
pamphlets. Moving pictures, exhibits on ma- 
ternal welfare subjects, and the radio have all 
been used in various states. Consultation, dental 
and postpartum clinics have been established. 
Commercial houses dealing in articles useful to 
the mother have published articles and pamph- 
lets containing some maternal welfare informa- 
tion, and some of the life insurance companies 
have attempted to instruct their policyholders. 

In the general educational work the commit- 
tee found that the child welfare divisions of the 
state boards of health have been active. Lec- 
tures, exhibits and demonstrations are being 
given in increasing numbers. Women’s clubs, 
state Leagues of Women Voters, and the Ameri- 
can Red Cross have all helped. The educational 
work in this field in universities, colleges, nor- 
mal and high sthools varies exceedingly. In the 
western state universities, courses are well de- 
veloped and are usually placed in the division of 
home economics. 

The committee found few books and pam- 
phlets written for the general public on maternal 
welfare. Occasional articles appear in maga- 
zines, and a few of the well-known magazines 
have on their editorial boards physicians who 
write articles and carry on columns of ques- 
tions and answers. Instructive posters have been 
published by the American Medical Association, 
the American Child Health Association and the 
Children’s Bureau. 

In the committee’s conclusions and recom- 
mendations, they stated that it was evident that 
the greatest amount of work had been directed 
toward instruction in prenatal care and rela- 
tively little toward delivery and postpartum 
eare; it recommended that permanent prenatal 
and postpartum clinics be established at ad- 
vantageous points in all communities, and 
that they be under the charge of a doctor 
and closely linked to a _ well-equipped hos- 
pital; it recommended that all lectures, radio 
talks and other similar educational methods be 
sponsored either by the state boards of health 
or by state and county medical societies, and not 
by individuals ; it recommended that every coun- 
ty or state medical society maintain a committee 
which should not merely hold itself in readiness 
to provide speakers for women’s clubs, universi- 
ties, normal schools, ete., but that this commit- 
tee should take an aggressive lead in notifying 


possible audiences in its community once or 
twice a year that it can provide and wishes to 
provide such speakers; that the present general 
attitude of the medical profession of waiting to 
be asked to speak does not accomplish the desired 
purpose in maternal welfare education. The 
committee stated that it was impossible to con- 
trol the publication of careless or inaccurate 
lay articles, and suggested that this same com- 
mittee be ready to examine and criticise all such 
articles before publication, so that only authori- 
tative material will be given to the public. The 
committee further concluded that the public at 
large does not know what it has a right to 
demand of physicians in connection with mater- 
nal welfare, and especially in regard to deliv- 
ery care, and it recommended that a popular 
pamphlet be written about the standards for 
delivery care. 

Sub-committee 2 on Maternal and Infant Care 
reviewed the maternal and fetal mortalities in 
the registration area of the United States, and 
they became convinced that obstetries as it is 
practiced by the rank and file is of a very medi- 
ocre quality. Their survey showed that there 
has been a gradual but constant increase in the 
number of women entering hospitals for delivery 
in the past ten years, and they showed that eases 
attended by specially trained personnel showed 
both a lower morbidity and mortality rate than 
those attended by a general practitioner in a 
hospital or in a home. They state that it is only 
during the past fifteen years that any concerted 
effort has been made to develop on the part of 
the women a demand for antepartum care and 
better obstetric service, and to educate the phy- 
sician to give this service; that in spite of this 
effort, just as many women die of sepsis now as 
formerly, a few less from the toxemias, but ac- 
tually more from operative delivery, all of which 
demonstrates that prenatal care, no matter how 
thorough, is but a link in the obstetric chain 
which is broken by faulty or careless methods 
of delivery. The committee spoke of the impor- 
tance of prenatal clinies, and stated that in many 
clinics the personnel lacked trained medical skill, 
and consequently falls short in the type of ante- 
natal care that should be given; they state that 
a statistical study of the results of clinics well 
manned where the attention is consecutive is 
in striking contrast with the results obtained in 
clinics where there is no control of the disposi- 
tion of the patients during labor. The commit- 
tee stated that in examining the causes of ma- 
ternal mortality, septicemia, toxemia and hem- 
orrhage were responsible for 66% of these 
deaths, and that the method of delivery has an 
important bearing on mortality rates. 

They quote from our Massachusetts study of 
370 primiparous deaths, which were analyzed by 
the State Board of Health, showing that among 
these 370 deaths 116 were Caesarean sections, 
106 had been delivered with forceps and 11 
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were breech extractions, a total of 233 operative 
deliveries. The committee states that ‘‘It is 
rather a shocking mortality with very few ba- 
bies to show for it.’’ It further states that there 
were similar reports from New York, St. Louis, 
Cleveland, Baltimore and Philadelphia, to show 
that surgical and manual delivery is taking a 
heavy toll of mothers. 

The committee stated that from a survey in 
certain urban centers, American obstetrics is 
comparable to obstetrics practiced anywhere in 
the world, but as a nation our women are not 
receiving the best care; that we are passing 
through a transitional period from surgical 
radicalism with its heavy operative toll, to physi- 
ological conservatism, and that maternal mor- 
tality will be reduced. The committee recog- 
nized the great difficulty of giving proper pre- 
natal attention in sparsely populated districts, 
suggesting that in the small rural hospital which 
is the medical center of the community there 
could be established clinics for the instruction 
of the prospective mother. The committee 
recommended the establishment of a nation-wide 
obstetric program which has the support of the 
Federal Government, the state and the county, 
and they made the suggestion, similar to that 
made by the section on Midwives, that schools 
of midwifery be established in those districts in 
which the midwife is a necessity. 

The third sub-committee, that on Interested 
Organizations, made a thorough report on gov- 
ernmental and voluntary organizations which 
are working for the promotion of maternal wel- 
fare. Chief among these organizations are the 
Children’s Bureau, the United States Public 
Health Service, the various national medical so- 
cieties, the public health associations, and one 
or two of the Foundations. 

This committee overlapped to a great extent 
some of the other committees, and their recom- 
mendations were in many cases the same as those 
of the other committees, especially in regard to 
the improvement of obstetric teaching, encour- 
agement of postgraduate work, the registration 
of midwives and improvement in the teaching of 
obstetrical nursing. They recommended that all 
obstetrical hospitals and nursing homes be li- 
censed and supervised, and that there be a con- 
tinued education of the laity to the necessity of 
adequate prenatal, intranatal and postnatal 
care, and to the danger of abortions, toxemias 
and infections. They recommended that there 
be a joint committee on maternal welfare repre- 
senting those national organizations having ac- 
tive maternity programs for the purpose of close 
correlation of the programs, agreement as to the 
standards involving medical, nursing and other 
professional procedure, principles of organiza- 
tion and methods of application. They include 
in their report an outline of a maternity pro- 


gram as a part of a general public health serv- 
ice. 

I can tell you only in the barest outline of 
sub-committee 4, which considered the Factors 
and Causes of Fetal, Newly Born and Maternal 
Morbidity and Mortality, for I did not hear and 
have not seen the final report. 

In their report they were to consider first the 
diseases either affecting the mother previous to 
impregnation or appearing as complications in 
the course of pregnancy ; secondly, obstetric pro- 
cedures chiefly operative, often employed in the 
course of labor or soon after delivery. This 
part of the report was to take up the results 
from operative procedures. The third section 
of the report was to consider the practices more 
or less common among the Negroes, Indians and 
Chinese in this country as a result of certain 
racial superstitions which are likely to prove 
harmful to mother and infant. The final group 
was to include a study of abortion in all its va- 
rious aspects. 

I have given you a hurried running outline 
of what seemed to me to be important from the 
reports of our Section on prenatal and maternal 
care. Again let me quote from President Hoo- 
ver’s opening address to the Conference: ‘‘This 
task that you have come here to perform has 
never been done before. These problems are not 
easily answered; they reach to the very root of 
our national life. We need to meet them 
squarely and to accuse ourselves as frankly as 
possible, to see all the implications that trail in 
their wake and to place the blame where it lies 
and set resolutely to attack it.’’ 

To some of you the abstract of the reports 
that I have read may sound discouraging, but 
to me they are far from that. They all are to be 
regarded as constructive criticisms of the con- 
ditions as the committees found them. We 
must either accept the criticisms and at once 
begin to rebuild according to their suggestions, 
or we must meet the criticisms with better and 
more adequate plans. 

This is not the place to go into the teaching 
of obstetrics in the medical schools. We all ap- 
preciate that it can be and is being improved 
each year. When I look back upon my student 
days and contrast what and how I was taught 
with what the students now receive, the progress 
made is great. 

You may say at once that if this improve- 
ment has taken place, then why has not the 
maternal mortality rate dropped, for it has 
stayed for years at about six. The answer, I 
think, is that the public at large has not been 
educated to the fact that many of these deaths 
are preventable. There are three causes of death 
in the maternal mortality statistics which are 
regarded as preventable—hemorrhage, sepsis 
(childbed fever), and puerperal albuminuria 
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and convulsions. Here in Massachusetts in 1930 
we had 


437 maternal deaths 
61 from puerperal hemorrhage 
141 from puerperal septicemia 
68 from puerperal albuminuria and convul- 


sions 
a total of 270 or 61%. 
With early, adequate, continuous prenatal care, 
intelligent, conservative delivery care, and care- 
ful postpartum nursing care, I am confident this 
number should have been cut at least one-half. 

I would not have you think that the doctors 
are directly responsible for all these deaths. 
Some of these patients doubtless sought no medi- 
eal care until their condition was very serious. 
They had not been taught the importance of 
early, adequate, continuous prenatal care. 

It is well known that adequate, continuous 
prenatal care the large majority of pregnant 
women do not receive. It is well established that 
a wave of operative obstetrics is going over the 
country, possibly with the idea that this leads 
to easier maternity. It is well established that 
the midwives cannot be blamed as the cause 
of our high mortality, and although it is shown 
that the nurses’ training is far from satisfac- 
tory, they cannot be blamed for the situation 
which is present. 

This, then, leaves but two upon whom the 
blame may be placed—the doctor and the pa- 
tient. It is the patient’s fault because through 


ignorance or carelessness, sometimes through in- 
accessibility, she fails to seek medical care. It 
is the physician’s fault because after a patient 
comes to him he does not adequately supervise 
her, and during the delivery does not carry out 
the technique which has so carefully been given 
him in his student days. This, to my mind, in 
many cases is because he is alone and there is no 
one in authority to check him up. From the 
patient’s point of view, she does not know what 
is right or wrong. 

This unfortunate condition can be rectified, I 
believe, only by an intensive loud outery that 
these preventable deaths must stop. Our citi- 
zens must be educated to demand better care, 
for I firmly believe that when the public de- 
mands it and not until then will the medical care 
of the pregnant woman be satisfactory. 

Those interested in the care and prevention 
of tuberculosis and of cancer are carrying on 
continuously a campaign of enlightenment and 
education. Why should not we, interested in 
that division of medicine upon which the very 
foundation of our country rests, the mothers and 
the children, carry on such a campaign? 

If this were begun at once then I am confi- 
dent that we would fulfill the fourth paragraph 
of the Children’s Charter: ‘‘IV. For every 
child full preparation for his birth, his mother 
receiving prenatal, natal and postnatal care; 
and the establishment of such protective meas- 
ures as will make childbearing safer.’’ 


MATERNAL MORTALITY. WHAT MUST BE DONE ABOUT IT* 
BY JOHN ROCK, M.D.t+ 


OR many years doctors and welfare agencies 

have realized that among the more progres- 
sive countries of the world our own has had 
the unenviable distinction of losing more 
mothers by pregnancy and childbirth than any 
of the others. During these last fifteen years par- 
turition has statistically not become safer. 
Much effort has been expended in search for im- 
provement but, so far, without appreciable re- 
sults. Last summer the national confabulation 
called the ‘‘White House Conference on Child 
Health and Protection’? held in Washington, 
which work we are here to carry on, took de- 
tailed account of almost every aspect of the 
obstetrical situation throughout the country. 
The comparative mortality statistics of the 
world were considered, and also most of the dis- 
eoverable factors affecting them. From correla- 
tion of this tremendous amount of carefully ob- 
tained and accurate data some specific causes for 
the lamentably high maternal death rate in this 
country were determined, and some specific 


*Read before the Massachusetts Committee for the White 
House Conference on Child Health and Protection, Springfield, 
October 9, 1931. 

Rock—Assistant be Obstetrics and in Gynecology, Harvard 
University Medical S 
see “This Week’s Issue’, 


choel. For record and address of author 
page 928. 


cures were postulated. I am asked to state these 
causes and cures so far as they apply in Massa- 
chusetts to you responsible leaders of com- 
munity opinion and practice, to the end that 
all our people will be brought through you to 
realize that pregnancy has its life and health 
hazards and through you to know how the dan- 
gers of parturition may be avoided. 


Only I am responsible for what I say, but 
with the exception of the few words about con- 
traception, all my complaints of existing condi- 
tions are based on the careful investigation car- 
ried on for the White House Conference, and 
my recommendations are merely those of the va- 
rious committees in Washington. When each 
state of the union takes home to itself the un- 
pleasant exposures of defective conditions made 
by the Conference, and sets machinery in mo- 
tion to remedy them, only then will we im- 
prove our maternity showing among the nations 
of the world, and prove that we, too, do what 
we can for human betterment. 

We think of Massachusetts as being a progres- 
sive state and that if conditions in the whole 
country were as good as here American statistics 
would be more favorable. This is not so. In 
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1929 the mortality rate in continental United 
States, the census areas including 95% of the 
population, was 6.95 per 1000 live births, and in 
Massachusetts it was 6.1. This is food for 
thought when we consider the large Negro pop- 
ulation of the south and the wide rural areas 
of the south and west. In the southern states 
with many Negroes the death rate is roughly 
twice as high among the Negroes as among the 
Whites— and yet the gross rate of these south- 
ern states is practically the same as that of 
Massachusetts. Why is this? 


Of what do our mothers die? The Massachu- 
setts Department of Public Health carefully 
investigated the 984 deaths occurring in 1922 
and 1923, among women who were more than six 
months pregnant. Septicemia, toxemia, and 
hemorrhage accounted for 58% of the deaths. 
Most of these are easily preventable. Nine per 
cent. more died of heart disease, shock, neph- 
ritis, or ruptured uterus. Most of these too are 
easily preventable. Let us consider the factors 
causing this 67% of our deaths, and what can 
be done to obviate them. 

The first commanding detail that obtrudes it- 
self on analysis of what we consider preventable 
deaths, is that 71% of them followed operative 
deliveries. 

Is there any relation between operative inci- 
dence and maternal mortality? There can be 
no doubt about it. Obstetrical surgery is par- 
ticularly hazardous, for several obvious reasons, 
which I cannot discuss in detail. It is compara- 
tively so simple in technique that almost any 
doctor can go through the motions, hence its 
frequency. operations from below. or 
through the vagina, it inevitably introduces baec- 
teria into the uterine canal; in operations from 
above, it exposes the vulnerable peritoneal cav- 
ity to contamination from the genital tract. If 
there is any infectious process elsewhere in the 
body, its lethal extension into the general sys- 
tem is facilitated by the laceration or wounds 
incident to operation, as well as by the so-called 
shock of operation, which every surgical patient 
suffers in some degree. We must recognize that 
there is a direct causal relationship between a 
high operative incidence and our high maternal 
mortality. The Sub-committee on Maternal and 
Early Infant Care, of the Conference, states that 
‘surgical and manual delivery is taking a heavy 
toll’’, and indirectly applies this statement to 
Massachusetts. I believe it is well deserved. If 
we admit this, and do something about it we will 
materially reduce our deaths from sepsis, hem- 
orrhage, and shock. What is the something we 
should do? The most certain and urgent rem- 
edy is to improve the qualifications of our doce- 
tors who will do maternity work, so that (1) 
they will more accurately distinguish between 
those patients who require operation and those 
who can better be delivered normally; so that 


(2) they will do the necessary operations better ; 
and also that (3) they will know how properly 
to manage the labor of the normal cases to ac- 
complish successful delivery. We will return 
to this question of professional ability later. It 
is a delicate subject. Most doctors are de- 
pendent on their patients for their livelihood. 
To imbue the patient with confidence convinces 
the patient he did right in selecting us, but more 
than this, we know, it increases immeasurably 
our opportunity to help the patient eventually 
and comfort him mentally in the meantime. So 
constant is our endeavor along this line, that we 
are susceptible to the danger of becoming ob- 
jects of our exercise instead of merely the sub- 
jects, and we end up often with an overweening 
confidence in ourselves. In such a case deroga- 
tory comparisons of ourselves with others is par- 
ticularly odious and we are prone not to admit 
the conclusions. Sub-committee 2 contents 
itself with this paragraph, by which we in 
Massachusetts should profit. ‘‘We made an 
effort,’’ the committee says, ‘‘to learn if there 
was any difference in the maternal mor- 
tality rate in special hospitals staffed by a 
trained personnel as contrasted with that in gen- 
eral hospitals which take maternity cases and 
segregate them in private wards. It was impos- 
sible to obtain sufficient statistical data bear- 
ing on this subject to draw definite conclusions 
—however,’’ the committee continues, ‘‘the mor- 
tality rates at the Chicago Lying-in, the Metho- 
dist Episcopal Maternity, Brooklyn, the New 
York Lying-in and the Boston Lying-in, all of 
which include an out-patient service (meaning 
deliveries in the homes), are lower than the 
general mortality rate of the locality and of 
the general hospital. Likewise, it is shown that 
eases attended by specially trained personnel 
show both a lower morbidity and mortality rate 
than those attended by the general practitioner 
in a hospital or in a home.’’ All doctors need 
not be specialists, but each doctor must know 
enough obstetries to recognize the patient whose 
condition surpasses his qualifications to deliver 
and eare for safely. 

If even the best of doctors are to do good work, 
preventive medicine will constitute a large ele- 
ment in this field. The necessity of prenatal 
care has been intensively promulgated in Massa- 
chusetts for fifteen years, and recognized for 
more than twenty-five. The results have been 
good, but not good enough materially to influ- 
ence mortality statistics. Again we have no 
statistics of how general is the custom among 
pregnant women of giving the doctor an oppor- 
tunity to examine them early in pregnancy and 
supervise their progress to term. It is prob- 
able that not one-half of the pregnant women 
of Massachusetts do this. It is certain that 
many of the doctors to whom they go fail to 
appreciate the necessity of examining them, or 
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to realize the significance of certain signs and 
symptoms. Of the 984 cases of deaths in 1922 
and 1923 which were analyzed, 52% had less 
than three months of prenatal care, 35% had 
none, and 89% had inadequate care; i.e., were 
not properly examined, in the necessary ways, 
or with the required frequency. I shall not dis- 
cuss further the value of prenatal care. If our 
pregnant women would go early and often to 
the doctors, our maternal mortality would be 
halved. Perfection of the doctor’s work will 
eare for 50% of the other half. Continued 
effort must be made by every social agency by 
every means available to teach husbands and 
wives the necessity for care during pregnancy, 
and that absent treatments are of no avail. Sub- 
Committee 2, of the Conference which reported 
on Prenatal care emphasized the increased value 
of this care if it is given under the same aus- 
pices as delivery and postpartum care. When 
attention is consecutive the statistical results 
are in striking contrast with the results obtained 
in clinics where there is no control of the dis- 
position of the patient during labor. This prin- 
ciple can apply, I believe, to private as well as 
publie or charitable clinics. 

Among those civilized nations where census 
figures are good Denmark, Norway, and Sweden 
have the lowest puerperal mortality, roughly 
one-third of ours. In these countries the mid- 
wife is a legal part of their health machinery. 
Many see a causal relationship between these 
‘two conditions. Not so, Blair-Bell, an eminent 
English physician, who has carefully studied 
the question. He confidently believes, that in 
these countries, ‘‘the maternal mortality and 
disablement is low not only because of the good 
health of the people and hygienie conditions in 
which they live but also because pelvic contrac- 
tion is almost unknown (pelvie contraction 
means operative delivery, and operative delivery 
means risk of sepsis), and therefore sepsis is un- 
common, and because a large proportion of all 
eases (94% in Stockholm) is confined in hospital 
under expert obstetricians. The midwives have 
little or nothing to do with the question.”’ 

The name midwife is given to anyone who as- 
sumes management of confinement and delivery ; 
indeed, each of the first physicians to do this 
work was anomalously and I think none too re- 
spectfully, dubbed man-midwife. We use the 
title here to mean those more or less trained 
and licensed to attend puerpera. We have none 
such practicing legally in Massachusetts. We 
have, to be sure, a few foreignborn women who 
practice extra-legally among the immigrants 
from their own countries where the old customs 
still prevail. Their work is negligible. Every 
now and then some well-intentioned but unen- 
lightened reformer, struck by the discrepancies 
between the United States figures and those 
from Sweden and Denmark proposes the mid- 
wife plan for us. The question was carefully 


considered at the White House Conference by 
Sub-Committee le On Obstetric Teaching and 
Education of Midwives, which considered with- 
out prejudice the midwife practice throughout 
the country. The conclusion reached is that the 
well-trained midwife is a poor substitute for the 
doctor, but better than no doctor at all. She is 
necessary in distant rural districts or where a 
large population is too poor to support doctors. 
Such are some of the Negro sections of the south, 
or the mountainous regions of the south and 
west. Massachusetts does not need them. We 
have no far lying frontiers which cannot be 
reached by our excellent roads, and we have no 
communities which among them cannot support 
a doctor. Our problem is to see that the doctor 
they do support is a good one. 

We must not neglect the essential relation- 
ships between good nursing and maternal wel- 
fare. The conventional trained midwife is mere- 
ly a specially trained nurse, not so well trained 
as our registered nurses, for medical care in 
general, but lead one step further in one small 
branch of nursing. In this state we have no 
dearth of trained nurses. Many of them, 
though, receive inadequate training for that 
part of obstetrics of which they can well relieve 
the overburdened doctor, nor is the maternity 
work in most of our cities and towns organized 
properly to profit by the large portion of ante- 
partum and intrapartum preventive medicine 
which well-trained nurses can practice. Our 
need is not midwives. Besides better obstetrical 
doctoring and more and better prenatal care, it 
is better training for more obstetrical nurses 
and better organization of maternity work to use 
them. Specifications for such improvement in 
the training of nurses are made in detail by 


Sub-Committee 1b On Obstetric Teaching and 


Education of Nurses and Nursing Attendants, 
at the end of a voluminous report of conditions 
carefully investigated. These should be respect- 
fully considered by the appropriate agencies in 
our state and improvements made where indi- 
cated. 

Another integral part of our health work in 
Massachusetts, highly developed here, for here 
this adjunct was born, is medical social serv- 
ice. In maternity work, the social worker can 
be of tremendous help, having intimate contact 
as she has with busy mothers who are very like- 
ly to neglect their pregnancies until the immi- 
nence of labor forces them to the doctor. The 
Conference felt that this assistance was of so 
much value that a special committee considered 
the matter, and recommended that social work- 
ers receive more instruction in what constitutes 
adequate prenatal care and why, even studying 
in detail the manner in which such instruction 
should be given. Every community in Massa- 


chusetts should be covered by social workers. 
Often the obstetrical phase of social work will 
be done by a district nurse, who in that ease 
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should be chosen for her social service qualifi- 
eations as well as for her nursing knowledge. 
When special social workers can be supported, 
they must be chosen only after their obstetrical 
education has been sufficient. This same Sub- 
Committee 1d, considered the education of the 
laity in its relation to maternity welfare and 
concluded ‘‘that the public at large does not 
know what it has a right to demand of physi- 
cians in connection with maternal welfare, and 
especially in regard to delivery care’’. It recom- 
mended the mobilization of every conceivable 
agency for public instruction to this end—lec- 
tures, exhibits, demonstrations, clinics, classes, 
letters, correspondence courses, pamphlets, mov- 
ing pictures, radio, and such, through clubs, 
leagues, institutions, commercial houses, ete. 
Everything should be done to encourage a 
strong demand for what is needed, for then it 
will most certainly be forthcoming. 

I mentioned two reasons why statistics are 
better in Sweden and Denmark than here: one, 
that a large proportion of patients are confined 
in hospitals under expert obstetricians. There 
is no doubt that parturients can be better cared 
for during delivery and recovery therefrom in 
hospitals, but whether they will be depends en- 
tirely on the quality of the hospital and the 
qualifications of the doctor. The need for hospital 
facilities for general medicine is recognized in 
Massachusetts, and most communities are well 
supplied either with units of their own, or facili- 
ties,—meaning roads, ambulances, telephones, 
and business arrangements enabling them to 
take advantage of units in nearby cities or 
towns. This is not so generally the case for 
obstetrics, but it must be made so. The problem 
is a little difficult, but its solution will be found 
in adequate prenatal watchfulness whereby pa- 
tients can be selected, and, for those needing 
hospital care, arrangements made long before 
their confinement. All patients do not need hos- 
pital deliveries; indeed, if the attending physi- 
eian is able, few really require it; though for 
all it will make labor more comfortable and 
make it easier for the doctor to safeguard them 
from the rarer catastrophes. This is always as- 
suming that the hospital is properly equipped 
and staffed and so carefully administered that 
exposure of one patient among many does not 
risk infection. All such subsidiary details must 
be included in any plan for obstetrical improve- 
ment. Much work along this line is still to be 
done and cannot be neglected. Subsidies may 
be necessary in some cases, but in Massachusetts 
private endowment, when the need has been 
made evident, has solved many similar situa- 
tions. The proper public and social agencies 
should not neglect this important cog in the 
wheel. 

The other reason why Sweden and Denmark 
have a better record than ours, as we have said, 
is because pelvie contraction is practically un- 


known and, therefore, the necessity for operative 
delivery, much less. The prevention of pelvic 
contraction leads us even further afield, for its 
origin is undoubtedly in malnutrition of child- 
hood and adolescence. The hygiene of infancy, 
childhood, and youth must not be neglected in 
our state if we hope to improve our maternal 
mortality. Small or deformed pelves mean op- 
erative deliveries, and these mean increased risk 
of sepsis, hemorrhage, shock, and unfortunately 
oceasionally ruptured uteri. This very impor- 
tant integration of obstetrics with the other 
medical departments, and of medicine with other 
basic sciences, was considered by Sub-Commit- 
tee 5, whose report should nourish, particularly, 
medical schools and Boards of Health, but 
should also stimulate the codperation of all 
health agencies. 

One other factor which lessens the risk of 
maternal death in the Scandinavian countries 
and in Denmark is that there effective contra- 
ceptive practices can be freely taught by able 
physicians to patients whose physical condition 
is such that pregnancy and labor will in all 
probability terminate in death of mother or 
baby or both, or in serious maternal disable- 
ment. Doctors are not allowed to do this in 
Massachusetts for what are good and sufficient 
reasons to a majority of our legislators. The 
nature of these reasons I shall not mention be- 
yond assuring you, that unlike most other con- 
siderations which decide medical matters, these 
reasons have nothing to do with scientific medi- 
cine. It is a poor commentary on our political 
structure that a matter so intimately affecting 
maternal welfare could not even be considered 
by the committees on maternal welfare at such 
a conference as that of the White House in 
1930. This we must realize is only partly due 
to the unfortunate identification in careless 
minds of medical contraception with so-called 
birth-control. Sooner or later, apart from the 
destructive heat of religious convictions, we 
must discover to our people, exactly what price 
we pay in maternal death and disablement from 
this interdiction of preventive medicine; and 
then decide to pay it or not aceording to the 
relative values of the spiritual and physical con- 
siderations. To refuse rationally and not emo- 
tionally to consider the question bespeaks no 
commendable quality on the part of our health 
agencies. 

Underlying and pervading all these recom- 
mendations for betterment is the fundamental 
requirement of able physicians. It is the doc- 
tor who must finally apply all improved facili- 
ties and safeguards to his patient, and most 
prominent among them will be his own profes- 
sional care. That this is not all it should be in 
Massachusetts is but a partial reflection on the 
doctor himself. At the root of the trouble is 
the ignorance of the laity, and the inadequacies 
of most medical schools. The members of the laity 
who will tolerate the licensure of poorly equipped 
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physicians must be enlightened. Voters will then 
realize the importance of selecting legislators of 
such probity as will refuse to play polities with 
health matters, and legal standards for licensure 
will be raised. 

Of the states in the Union the standards of 
Massachusetts are among the lowest. This the 
voters themselves must remedy through their 
legislature. When states require adequate in- 
struction, medical schools will give it. The re- 
quirements for such are detailed by Sub-Com- 
mittee la, and, without enumerating them, I will 
assure you, few medical schools whose graduates 
practice in this state meet them. This state is 
legally satisfied with much, much less. 

When husbands and wives know what good 
obstetrical care is, they will demand it, they 
will get it, and they will more willingly pay for 
it. Then and only then will the general prac- 
titioner, who has been properly trained, be able 
to give it to them. To assist him in his work 
he will inspire all the improvements recommend- 
ed above. 

Understand me clearly. The quality of physi- 
cians in Massachusetts is of the highest, but 
their obstetrical qualifications leave much to be 
desired. This is not the fault of the doctor. It 


is primarily because medical schools are not re- 
quired to give adequate instruction in obstetrics 
for the degree Medecinae Doctoris, and because 
our Board of Registration is permitted, nay, 
obliged to license such imperfectly trained men. 
Many of these who go into general practice 
would willingly be excused from maternity work 
but are forced to do it in order to establish them- 
selves in the community. This is directly due 
to the ignorance of young husbands and ‘wives 
who insist that he who will be their family doc- 
tor must deliver the babies. These unwilling 
doctors do so, acquiring experience and ability 
among their unsuspecting patients. And then, 
in most cases, after this excellent physician has 
finally achieved the experience which his medi- 
eal school should have given him and his state 
board required, his position in general family 
practice is such that he can refuse all further 
maternity work which is time-consuming and 
brings very low pay, and pass it along to his 
younger successors for their experience. Like 
most other ills in a democratic government, bad 
obstetrics is primarily due to the ignorance of 
our people. Let us educate them by all means 
available to know what is good—the means to 
obtain it is theirs. 


DIATHERMY IN GYNECOLOGY* 


Its Use, Especially in Reference to Neisserian Infections} 


BY BENEDICT F. 


INTRODUCTION 


ONSERVATISM in the treatment of acute 
inflammatory pelvic diseases has long been 

the method in handling this type of condition. 
The time-honored depletion treatment (ice, ele- 
vation, hot douches, proper hygiene and dietary 
measures), has withstood the test of experience. 
Observation and conservative measures have per- 
mitted nature to restore the diseased part in 
many cases, and also enabled the conservative 
application of surgery, as a means of correcting 
the sequelae of an acute condition. Any de- 
partures from conservative measures must be 
enforeed only after lengthy observations and 
trial as to their beneficial effects. Heat applied 
in its many forms, i.e., douches, prolonged irri- 
gation, dry heat, dry moist circulating heat, hot 
air and diathermy all have their advocates. For 
this reason a study was made of a series of cases 
of Neisserian origin, both with and without 
acute pelvic inflammation, on the Gynecological 
service of the Boston City Hospital in order to 
determine the value of diathermy as an adjunct 


*From the Department of Gynecology—Boston City Hospital. 
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in the treatment of this condition. Medical 
diathermy was the type of current used in this 
series. These data were based on a study of 
eases over a fifteen months’ period during which 
time each case was put through a provocative 
test and failed to present positive smears at 
monthly intervals two days following the menses. 
At least three smears at monthly intervals with- 
out treatment were demanded, and in some eases 
six negatives, before the case was discharged. 


THEORIES 


The value of heat has been practiced since the 
beginning of medicine, bread and onion poultices 
being early home remedies. The elevation of 
heat in the form of temperature to produce de- — 
struction of bacteria varies, but must be of high 
degree for a period of time to be effective. Nor- 
mal body temperature has not sufficient eleva- 
tion to prevent growth of an organism. Eleva- 
tion of body temperature, as with malaria, to 
produce therapeutic fever has been tried, but 
has not proved practical as a cure. Curtis of 
New York in 1883 described a hot water injec- 
tion method in which he claimed he elevated the 
temperature to 180° to 190° F. during an irri- 
gation of ten quarts of water. His technique of 
eontrol of this irrigation did not allow for ac- 
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curacy and it is hardly possible that his water 
temperature was above 118° F. which is the tol- 
erance of the vagina to moist water heat. 
Dry heat produced by water circulating through 
a rubber bag as advocated by Elliott permits a 
temperature of 130° F. This method has in- 
creased the degrees of heat locally applied and 
in principle is somewhat the same as diathermy 
except for its improved elevation in tempera- 
ture and local heat. Hot air heat by an appa- 
ratus producing heat to a temperature of 80° C. 
has been claimed as still another method. Cor- 
bus and O’Conor in the use of medical dia- 
thermy claimed the destruction of the gonococ- 
cus in the tissue at an exposure of 108° F. for 
thirty to forty minutes. Schofield in his investi- 
gation found this organism resistant to a tem- 
perature of 109.4° F. and in some cases 111.2° 
F. for a thirty-minute period. In the author’s 
experience, temperatures ranging from 110° F. 
to 113° F. in those patients able to tolerate this 
last point of heat for a thirty-minute period, 
were unable to kill the organism at a single 
exposure. 

In medical diathermy, time and patience to- 
gether with attention to details were essential 
in the application of this slower modality in 
order to make an accurate deduction. Many of 
the conclusions reported appear to be hasty an- 
alyses without ample applications of other 
methods as a check on their results. 

Diathermy was derived from the Greek word 
‘*Dia,’’ meaning through, and ‘‘Therme’’ mean- 
ing heat. By this means warmth within the 
human body was created in contradistinction to 
the surface application of heat. Medical dia- 
thermy is said to produce a through and through 
heating of the body in disease to a temperature 
insufficient to destroy tissues or impair their 
vitality. It may be either local or general and 
the heat is produced by a high-frequency oscil- 
latory current. 

The therapeutic properties of diathermy ap- 
pear to be in the relief of congestion and chronic 
inflammation when trauma and suppuration are 
not a factor. The relief was due to the increased 
circulation which increased the leucocytes, the 
rate of metabolism, and the elimination of toxic 
material and pain. 

Diathermy has been recommended in gynecol- 
ogy for four groups of conditions: non-infectious 
gynecologic conditions, pelvic inflammation, 
Neisserian infections, and cancer of the uterus. 

Although the diathermy did produce eleva- 
tion in temperature and increased circulation, 
the ability of this method to produce a through 
and through heating of tissue was not proved. 
Diversified opinions have been expressed by sev- 
eral writers on this point in question. Labora- 
tory experiments on anesthetized dogs with elec- 
trodes covering large surface areas failed to 
produce heat in deep tissues at a temperature 
of 106° to 108° F. without skin destruction. 


Clinical observations made by the author in a 
small series of cases where an abdominal elec- 
trode was used as the active electrode and the 
sacralelectrode as the inactive electrode, and a 
thermometer inserted into the cervical canal, as 
in the application of the Corbus electrode when 
used as an active electrode, failed to elevate the 
temperature above 100° F. These findings were 
made in cases where it was deemed inappropri- 
ate to use instrumentation in the cervix. After 
the cervix had been smeared and cultured and 
then thoroughly wiped out with swabs, 20% 
argyrol was inserted, after which the thermome- 
ter—which was ordinarily used in the Corbus 
electrode—after being well lubricated, was 
placed in the cervical canal as above described. 
Diathermy from 600 to 1200 milliamperes was 
used and the reading on the thermometer taken 
as the point of penetration of heat as given to 
the uterus by the two electrodes. The amperage 
readings were governed by the patient’s toler- 
ance to heat as expressed in terms of pain. 

The types of cases treated were all positive 
Neisserian infections and varied from the acute 
uncomplicated case to the tubo-ovarian mass 
with acute pelvic tenderness. Some cases had 
even undergone depletion treatment for their 
acute condition and were being followed for ecor- 
rection of their positive discharge. 

The procedure laid down for these patients 
included—(1) positive smear, (2) culture of 
urethra and cervix, (3) application of dia- 
thermy in some form,—to be described later, 
(4) culture following diathermy treatment, (5) 
urine examination, (6) blood examination for 
complement-fixation, (7) blood for sedimenta- 
tion test, (8) white count as a check on sedi- 
mentation test, (9) pelvic examination by the 
author and another Staff member before refer- 
ring the case. 

TECHNIQUE 


Two methods of approach were used :—(1) 
abdominosacral and (2) abdominosacral-vaginal 
route. In the first group a block of tin 15 x 20 
e.m. was placed over the sacral region. A small 
kidney-shaped block was cut for use on the ab- 
domen and covered the area of skin beneath 
which the tubes, ovaries and uterus lay. Soap- 
suds were used to moisten these blocks of tin but 
were later dispensed with as the skin moisture 
was sufficient to produce contact. Smears were 
taken of the urethra and cervix. Sterile swabs 
were used to make cultures of both the cervix 
and urethra and planted directly upon blood 
agar cultures. These swabs were used for smear 
examination by the bacteriologist and as a check 
on the culture. Attempts made to produce cul- 
ture growth by planting the swab on agar three 
hours after taking failed to produce satisfac- 
tory growth. Observations made on this point 
showed that cultural growth required immediate 
transplanting, fresh media of not more than a 
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week old, and moist media to produce growth. 
The current was applied slowly and increased 
to a patient’s tolerance, each patient being con- 
sidered as a separate entity and judged accord- 
ing to her symptoms. Each patient voided be- 
fore treatment was begun as urinary retention 
produced frequency and urgency and also cut 
down the patient’s tolerance. Urine sediments 
were examined for pus cells. Treatments were 
administered in the first two sittings for twenty 
minutes and increased to thirty to thirty-five 
in future applications. Cultures were made of 
both the urethra and cervix after treatment. 


With the abdominosacral-vaginal method, the 
abdominal and sacral electrodes were hooked to- 
gether with a connecting wire to form the in- 
active electrode. A Corbus thermophore with 
a thermometer inside the shell was inserted into 
the cervix after carefully wiping out this area. 
Treatment was given by this method and tem- 
perature readings as well as amperage readings 
taken. Vaginal examination was made before 
each treatment to note the pelvic condition. 


SELECTION OF PATIENT 


Patients were examined vaginally, were 
smeared, and white count and sedimentation 
time were recorded before beginning treatment. 
Those with white counts of above 8000 and sedi- 
mentation time under 0 minutes were regulated 
to Group I. Acute cases with only urethral and 
cervical involvement also fell into this classifi- 
cation, as the author is of the opinion that 
trauma and exacerbation should be avoided. 
Tubo-ovarian masses and indurated pelves also 
were in this group. 

After subsidence of the pelvic tenderness so 
that the organs were movable and non-tender to 
palpation and with a normal drop in sedimenta- 
tion time, attempts were made to correct the 
positive discharge. This group was group II 
and entailed the use of the Corbus thermophore 
in the cervix. 

Following application of treatment, cervical 
discharge was promoted by either method, more 
so by the second type. Dull colored cervices 
were changed.to a rosy pink hue with profuse 
drainage. Cultures, after treatment, produced 
abundant growth and in some eases the cultures 
were almost pure. 

The cervix, vagina and urethra were wiped 
out and instilled with 4% mercurochrome. 
Douches were taken morning and night by the 
patient at home, together with sitz baths in the 
first group. 

- Even though some of these patients had had 
ten or more cervical applications, cultures still 
remained positive. After cultures had been 
made following treatment, a douche was given 
with a gynethermo, which is an in- and out- 
flowing rubber douche arrangement fitting the 


phen 1/2500 solution was used as a douche, and 
by clamping the outflow tube the vagina could 
be ballooned out and the cervices washed clean 
of débris. This douche arrangement is held in 
place by the patient and a two-quart douche 
given. Cultures were taken 15 minutes after 
the douche. These proved negative except in 
two patients. Follow-up treatment of those 
patients who received douches immediately after 
application was productive of earlier negative 
smears and improvement in local condition. 

Two cases in group II flared up into acute 
eonditions. One responded to douches and four 
treatments by the first method and eventually 
completed her treatments. The second case 
failed to react to group I treatment and was 
admitted and given regular routine depletion 
treatment. She was operated and pathological 
examination of her tubes revealed a tuberculous 
salpingitis plus gonorrheal cervicitis. 

Another group of patients that reacted well 
in this series were three cases which had had 
supravaginal hysterectomies and bilateral sal- 
pingectomies performed by outside surgeons. 
These patients had nothing but the cervical 
stump left, but the local heat appeared to pro- 
mote drainage and negative results of this area. 

Following treatment the cervix was not com- 
pletely free from discharge. Omission of treat- 
ment only caused these patients to return with 
a thin, ropy, gelatinous cervical discharge, even 
after negative smears were obtained. This was 
equally true in the nulliparous cervix of single 
women and more pronounced in the multiparous 
cervix which had an endocervicitis present. 

Actual cautery was applied to some of these 
cervices and was beneficial in some cases. Con- 
ization with the radio knife and coring out the 
cervix accomplished the desired result in others. 
Proper selection of cases must be made for this 
last method. 


CONTRAINDICATIONS 


Correct diagnosis is essential before the appli- 
cation of diathermy of any type. Pregnancy, 
which is sometimes a factor accompanying this 
infection, should be excluded for fear of abort- 
ing the patient. Excessive local heat will also 
produce bleeding if a fibroid is present. Acute 
inflammation, just subsiding, will easily flare 
up if heat is applied too early. For this reason 
no application with the Corbus thermophore was 
made until a subacute stage, in the uncompli- 
cated cases, or the chronic stage in the pelvic in- 
flammatory type was reached. 


COMPLICATIONS 


Abscess of Bartholin’s glands oceurred in 
three patients, one being bilateral. Sterilization 
of a small abscess under local anesthesia by 
thrusting a blunt-tipped needle electrode into 


vagina and making a water-tight joint. Meta- 


the duct and gland may prove effective but also 
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produces swelling. The author prefers to incise 
the gland under local anesthesia with a cutting 
current and then coagulate the sac and permit 
healing to ensue. 

Skene’s glands, which are generally the cause 
of persistent female urethral discharge, can 
also be cauterized with the diathermic needle. 
Marked edema usually follows, and only one 
gland should be cauterized at a sitting. Care 
is required lest urethral and bladder injury be 
produced. 


DISCUSSION 


White counts and sedimentation time proved 
a check in the acute pelvic inflammatory type. 
Cultures corresponded with smear examinations. 
Blood pressure was not changed as a result or 
during treatment, but this was not expected, as 
treatment was locally confined. Complement 
fixation tests were of little value. They were 
negative early in some of the acute cases and 
then later became positive. They were positive 
in some even after smears were negative. In 
others they were negative throughout. Treat- 
ments were omitted three days before and for 
one week after menses for fear of aggravating 
the menses or producing a more fertile field for 
extension. 


COMMENT 


The author has attempted to confine this study 
to one phase of treatment for which diathermy is 
recommended. Its use in dysmenorrhea, which 
was corrected in ten cases in this series, and in 
certain cancer cases where it has many bene- 
fits in properly selected types was not consid- 
ered. Application in chronic endocervicitis 
where smears are negative, as a means of stimu- 
lating cervical discharge in a latent Neisserian 
infection appears extremely useful. In the treat- 
ment of Skene’s and Bartholin’s glands it proves 
a helpful adjunct. 

As a superior type of treatment the author in 
an attempted unbiased opinion feels that dia- 
thermic results when cross-checked by clinical 
and laboratory results have been overestimated 
by its advocates. That in properly selected 


cases it has some advantages is not disputed. 
On the other hand, caution is required lest ex- 
acerbation result. 


CONCLUSIONS 


1. Conservative measures in treating acute pel- 
vie disease are essential. 

2. Diathermie heat of 110°-113° F: or 41° to 

45° C. did not kill the gonococcus at one ex- 

posure. 

Through and through body heating did not 

elevate uterine temperature to over 100° F. 

4. Diathermy has limited use in properly se- 
lected Neisserian cases. 


5. Laboratory examinations were a valuable 
cross-check on diathermie results. 
6. Clinical experience combined with labora- 


tory data did not prove diathermy to be a 
superior method for the eradication of Neis- 


serian infections. 
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THE SIGNIFICANCE AND TREATMENT OF 
CARDIAC SYMPTOMS* 


BY PAUL D. WHITE, M.D., BOSTON, MASS.t 


NE of the most important and frequent 

problems which confronts the practitioner in 
almost any field of medicine is the determination 
of the significance and treatment of cardiac 
symptoms. It is my plan now to discuss one by 
one the individual symptoms of cardiac origin. 


A. DISTURBANCES OF RESPIRATION 


1. Dyspnea, difficult or uncomfortable breath- 
ing, is a common symptom of many conditions. 
In the first place cardiac dyspnea must be dis- 
tinguished from noncardiac dyspnea and a care- 
ful general examination is often necessary to 
exclude such causes as pulmonary disease, pleu- 
risy with or without effusion, nervous exhaustion 
or poor physical condition with marked neuro- 
circulatory asthenia, and disease of the central 
nervous system itself. When it has been clearly 
ascertained that cardiac weakness is responsible 
for breathlessness, or if suspicion of such a fac- 
tor is justified, the degree of dyspnea is of next 
importance. At this point the story of the pa- 
tient or the obvious breathlessness during the 
examination may suffice to establish the degree, 
but when we are in doubt a simple exercise test 
is very helpful. I have found that stair-climb- 
ing (one, two, or three flights) quickly settles 
the matter. Now and then a patient claims to be 
short of breath but on further inquiry admits 
that this is only on running up several flights of 
stairs or a half mile for a train. Obviously we 
ean discount at once the importance of this 
unless the patient happens to be a well-trained 
athlete. When there is real cardiac dyspnea it 
may be interesting to have some measure of this 
dyspnea although usually such testing is not 
essential. Two simple and practicable tests (to 
be repeated later in following the patient) are 
the length of time the breath can be held after 
a full inspiration (normally at least 30 seconds, 
after a very little practice) and the vital capac- 
ity of the lungs (normally over 4 liters for 
men and over 3 liters for women). In them- 
selves, however, these tests cannot be used to 
discover the presence or absence of heart dis- 
ease—nor can any other respiratory or exercise 
tests. 

Naturally, the weaker the heart, that is, the 
greater the degree of congestive failure, the more 
severe is the cardiac dyspnea. There are two chief 
factors responsible for cardiac dyspnea and 
sometimes they are combined. (1) Pulmonary 

*Read at the Annual Meeting of the New Hampshire Medical 
Society, Manchester, N. H., May 19, 1931. 
+White—Physician, Massachusetts General Hospital. Instruc- 


tor, Harvard Medical School. For record and address of author 
see ‘This Week's Issue’’, page 928. 


congestion and edema are the result, either of 
failure of the left ventricle with accumulation 
of blood in the pulmonary vessels pumped in by 
the right ventricle but not capable of being han- 
dled by the left, or of obstruction to the en- 
trance of blood into the left ventricle because 
of mitral stenosis. Such pulmonary congestion 
results in anoxemia and in turn the oxygen de- 
ficiency of the blood overstimulates the respira- 
tory center. (2) The other factor causing car- 
diac dyspnea is right ventricular failure with 
engorgement of the great veins, apparently act- 
ing by favoring venous stasis and hence anox- 
emia in the blood supply of the respiratory cen- 
ter. When either or both of these factors are 
reduced, dyspnea is relieved. The degree of dysp- 
nea varies uniformly with the degree of ey- 
anosis in acute heart failure, but in chronic eases 
cyanosis may be out of proportion to the degree 
of dyspnea, an adjusting mechanism having got- 
ten into play. The nervous excitement associat- 
ed with acute heart failure and reflex stimulation 
from lungs and pleurae (as in cardiac asthma) 
undoubtedly aggravate dyspnea. 

The prognostic significance of cardiac dyspnea 
is as much dependent on the kind of heart dis- 
ease as on the degree and duration of breathless- 
ness—for example, dyspnea with luetie aortitis 
is much more serious than the same degree of 
dyspnea with mitral stenosis and auricular 
fibrillation. 

The treatment of cardiac dyspnea depends 
somewhat on its degree but in general there are 
two therapeutic measures always to be applied: 
(1) restriction of activity according to the need, 
as judged by the symptom of dyspnea, and (2) 
the use of digitalis. Although we may in some 
cases with but slight dyspnea tell ourselves that © 
these measures need not be applied and al- 
though life in such cases may be reasonably 
long and contented, yet there is no question that 
if the heart is incompetent, as proved by the 
presence of this symptom, the common sense use 
of rest and digitalis will add both to the dura- 
tion of life and to the patient’s comfort, some- 
times to a surprising degree. Restriction of ac- 
tivity may be applied in two ways: (a) by a 
complete temporary rest at once for a week or 
two or three whereby a recovery of heart 
strength may be astonishingly complete, with 
a fresh start thereafter with some and variable 
restriction of activity, and (b) restriction of ae- 
tivity according to the need, at once, but with- 
out complete rest. The first method is more 
satisfactory, acting in a way like saturation with 
a drug, the gain from which can be maintained 
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afterwards with daily rations (here of rest). 
Before I leave the subject of rest there are 
three points that should be mentioned. One is 
that physical rest alone may be insufficient. 
There should be a reduction of nervous strain 
eaused by worry, concentration on business, so- 
cial, or family matters, seeing and talking with 
too many people, excessive reading, and ex- 
posure to noise. A second is that the diet should 
be simple and the meals small so that overwork 
of the gastro-intestinal tract and increased me- 
tabolism will not add a burden. The third point 
is that progress will be faster and the morale of 
the patient kept up better if attention is paid 
to the peripheral circulation and the general 
tone of the body. While the patient is in bed, 
massage applied understandingly, and later pas- 
sive exercises changing to active exercises un- 
doubtedly help. As soon as possible walking 
should be undertaken, and a regular program of 
daily exercise such as a two or three mile lei- 
surely walk may be as important as a permanent 
measure as is a daily ration of digitalis. If 
recovery is complete enough, and the patient’s 
condition permits, some quiet game like easy golf 
may be recommended also. 

The only drug of any real value for the 
treatment of cardiac dyspnea is digitalis and 
it hasn’t been used enough for this purpose. 
There has been often both a lay and a medical 
prejudice against the permanent use of this med- 
icine. This attitude is unwarranted for when 
given correctly the drug prolongs life and main- 
tains heart tone so that life is happier as well as 
longer. It should not be reserved for the most 
serious cases only—it is such reservation in the 
past that has occasioned the frequent lay fear 
that when digitalis is prescribed death is near. 
Its use has prolonged life as much as ten years 
in some cases I have encountered. Although the 
so-called tonic doses of digitalis much used in 
the past, consisting of a few drops of the tinc- 
ture or of a fraction of a grain of the dried leaf 
daily, may help a little or perhaps even suffice 
in the ease of a patient with very little cardiac 
dyspnea, it has been the experience of most 
workers that more or less complete saturation 
with the drug (not enough, however, to produce 
toxic symptoms) is advisable at the start. In 
most adults such saturation is readily and com- 
fortably attained by the simple process of pre- 
scribing one and one-half gratns of standardized 
dried digitalis leaf in pill or tablet form three 
times a day for a week on the average, varying 
the length of time from five to nine days ac- 
cording to the individual reaction. In general 
heavy people can take more digitalis than thin 
people but not strictly in proportion to their 
weight, and young people can take relatively 
more of the drug than old people before they 
are saturated. If the seriousness of the situa- 
tion demands, digitalis can be given rapidly, 
for example three grains three times a day for 


two or three days or four and one-half grains 
three times a day for one to two days, or even 
5 ¢.e. of a tincture intravenously or intramuscu- 
larly and repeated after four hours. Strophan- 
thin is rarely if ever needed—it may be injected 
intravenously in the dose of 1/120 to 1/240 grain 
daily or every other day but not immediately 
after or with digitalis administration.* Rare in- 
dividuals apparently cannot take digitalis; for 
them strophanthus or squill should be used in 
tincture form twice or four times the dosage of 
tincture of digitalis, which can be easily caleu- 
lated by remembering that the tincture of digi- 
talis is one-tenth of the strength of the dried 
leaf. Tincture of digitalis may itself be given 
instead of the leaf but it is less convenient. 
After saturation with digitalis, or digitaliza- 
tion as it is called, daily rations of the drug 
should be given permanently in nearly all cases 
of cardiac dyspnea. The best ration is a pill 
or tablet of one and one-half grains. A few peo- 
ple need a little more than this to maintain the 
optimum heart action, that is, eight or nine 
doses a week instead of seven, while for another 
few five or six doses a week suffice, anorexia and 
nausea occurring if they take seven doses. I 
have had a number of patients who have taken 
one and one-half grains of digitalis leaf every 


day for over ten years with great benefit. 


Sometimes it is rather difficult to know 
whether dyspnea on exertion is due to heart 
weakness or to some other factor like pulmonary 
emphysema or poor physical condition, especial- 
ly in an old person. It is always advisable to 
make a therapeutic test with digitalis in such 
cases but it is important to remember in any case 
that digitalis poisoning is to be avoided, since it 
is often very difficult to persuade a patient who 
has onee been poisoned by the drug that he or 
she should take it as a life-saving or prolonging 
measure. 

A final word about digitalis, and that is that 
it should not be reserved for patients with au- 
ricular fibrillation alone. Even though its effect 
in such cases is often dramatic in dissipating 
congestive failure, nevertheless with normal 
rhythm also its tonic effect is important and 
does save lives. 

Other treatment of cardiac dyspnea is of far 
less importance than rest and digitalis therapy. 
In severely sick patients not relieved by these 
measures alone diuretics, opiates, mechanical re- 
moval of dropsical fluid (by paracentesis and 
Southey’s tubes), and the use of a cardiac chair 
bed are important. For cases less seriously ill 
sanitarium treatment, as at various springs in 
this country or abroad, may help with its com- 
bination of different measures but such therapy, 
particularly the use of baths and of mechano- 

*To wait 48 hours for the effects of digitalis to wear off 
before giving strophanthin with reasonable assurance of safety 
in the case of patients already receiving digitalis is to occasion 


unwarranted delay in most instances; hence it is unusual in 
these days to encounter a suitable case for strophanthin. 
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and electrotherapy is far more applicable to car- 
diae patients without any failure or even to nor- 
mal people as prophylactic treatment to keep 
them well. Doubtless lazy well-regulated vaca- 
tions, whether at health resorts or not, are a vital 
factor in preventing heart disease and failure. 

There are two particular varieties of cardiac 
dyspnea that are of great interest and impor- 
tance. The first is called cardiac asthma. This 
consists of dyspnea of distressing but variable 
degree suddenly coming on, usually at night or 
after exertion, attended by asthmatic breathing, 
requiring that the patient assume a sitting or 
standing position, and lasting from a few min- 
utes to several hours, generally about one hour. 
There may or may not be pulmonary edema with 
bloody frothy sputum—such a complication oe- 
curs in the sickest cases. Serious heart disease, 
usually involving the left ventricle*, is always 
present in these cases, due to chronic hyperten- 
sion, coronary thrombosis, aortic regurgitation, 
or luetie aortitis blocking the mouths of the cor- 
onary arteries, or to mitral stenosis... Death may 
occur in an attack or shortly afterward, or life 
may continue for years if the measures—rest 
and digitalization in particular—already dis- 
cussed in the treatment of cardiac dyspnea, are 
applied. The average length of life after the 
first attack of cardiae asthma is one to two years. 
For the attack of cardiac asthma itself mor- 
phine 14 grain subcutaneously is of prime impor- 
tance. For the sicker cases 300 to 500 c.c. of 
blood should be removed from an arm vein. Dig- 
italis or strophanthin therapy, if not previously 
in progress, should be begun in full dosage. Car- 
diae asthma ean generally be distinguished with 
ease from bronchial asthma, not by the character 
of the attack, but by the finding of an important 
degree of heart disease, by the age of the patient 
(usually old), by the absence of history of bron- 
chial asthma in the past, and by the failure to be 
relieved by epinephrine (adrenalin). 


The other important variety of cardiac dysp- 
nea is Cheyne-Stokes respiration, a familiar 
phenomenon consisting of alternate periods of 
apnea and hyperpnea lasting a few to many sec- 
onds each, and found in chronie cardiovascular 
disease with inadequate cerebral circulation. 
There is apparently first an over-stimulation and 
then a depression of the respiratory center by 
unusual blood gas concentration. Decreased oxy- 
gen and increased carbon dioxide cause exces- 
sive increase in respiratory efforts; increase in 
oxygen and decrease in carbon dioxide follow- 
ing this, due to the over-ventilation, and result 
in apnea. It is a cycle which is often hard to 
interrupt but improved heart action by the 
measures already cited and also the use of large 
doses of caffein or allied drugs help most. Mor- 
phine and sleep aggravate the condition. The 

*Acute pulmonary edema with or without cardiac asthma 
may occur infrequently in cases with marked mitral stenosis, 
due apparently to the piling up of blood in the lungs as the 


result of a tachycardia, the stenosed mitral valve preventing 
its speedy progress through the left heart chambers. 


significance of Cheyne-Stokes respiration varies 
with its degree—a slight amount during deep 
sleep is of very little importance, a great amount 
during waking hours is of very serious moment 
and means a short life. Between these extremes 
there are all degrees. 

2. Increased and decreased respiratory rates 
(tachypnea and bradypnea) are of relatively lit- 
tle significance so far as the heart is concerned, 
although with dyspnea there is usually some in- 
crease in respiratory rate. Tachypnea generally 
results from pulmonary disease, particularly due 
to infection, infectious diseases of other nature, 
and nervousness. Bradypnea results from aci- 
dosis and central nerve disease. 

3. There is one peculiar respiratory phe- 
nomenon which has sometimes been erroneously 
ascribed to heart disease and that is sighing res- 
piration. A careful analysis of many eases show- 
ing this phenomenon has convinced me that it 
is due to nervous irritability or fatigue and 
otherwise is simply an accidental occurrence in 
disease of the heart or other organs. When found 
in marked degree it suggests at once neurocireu- 
latory asthenia. 


B. PAIN 


1. Precordial pain. Pain over the region of 
the heart and great vessels is common but only 
a small percentage of cases complaining of pre- 
cordial pain have any important degree of 
heart disease. It is for that very reason that 
Heberden over 150 years ago separated off what 
he named angina pectoris. Heart pain is still 
something of a mystery as to its mechanism 
but not as to its significance. There is a group 
of descriptive terms applied to a lot of unim- 
portant precordial sensations—dull or heavy 
prolonged ache, burning sensations, shooting 
pains, sharp knife-like transient pains, and 
‘*pins and needles’’. Almost invariably it is not 
heart disease that is responsible for such dis- 
comfort but an excessively sensitive and often 
tired nervous system which apparently responds 
with sensations of pain to foreeful though other- 
wise normal heart beats, or to tachycardia or 
bradyeardia of various degrees, or to unimpor- 
tant arrhythmia like premature beats. Perhaps 
the myocardium is sometimes fatigued or dis- 
eased but that is at best only a contributory fac- 
tor, for most of the patients I have seen with 
heart ache or pain of one variety or another (ex- 
clusive of angina pectoris) have had not heart 
disease but nervousness in some form or other, 
often neurocireulatory asthenia. Such patients 
are apt to have coincident precordial tenderness, 
palpitation, breathlessness, sighing, faintness, 
nervousness, and easy fatigue, all of which are 
equally non-serious but significant symptoms 
when grouped together in this way. 

The treatment of precordial aches and pains 
of this nature is in the first place complete re- 
assurance after careful study has been made 
to rule out serious disease and then careful at- 
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tention to details of life, and rarely drug ther- 
apy. It is wrong to ignore the symptoms alto- 
gether, for lack of a sympathetic attitude and 
of full explanation will only drive the patient 
away to some one who may be too sympathetic 
and cripple the person for years with a faulty 
diagnosis of ‘‘myocarditis’’ or some equally seri- 
ous condition like angina pectoris. At this point 
I should add that radiation of pain to the left 
arm does not prove the presence of angina pec- 
toris; the more severe grades of ‘‘nervous heart- 
ache’’ may be attended by left arm ache also. 
A good rest, particularly away from nervous 
strain, is the best treatment for severe heart ache 
associated with nervous fatigue. Physical ex- 
ercise in moderation during this restful vacation 
is usually helpful rather than harmful. Gener- 
ally the best cure for nervous fatigue and its 
symptoms is physical fatigue. Exciting factors 
such as long hours at business with inability to 
escape from telephone or mail, too many social 
engagements, long automobile or train rides, 
much tobacco, coffee, tea, and aleohol, and the 
constant feeling of pressure and hurry so preva- 
lent in America should be controlled. Such con- 
trol alone, with or without a preliminary rest, 
generally suffices to reduce or to clear up nervous 
heart pain. Obvious disease processes like foci 
of infection and indigestion should also be 
taken care of since they may be exciting fac- 
tors leading to such heart ache and palpitation. 
If after these measures have been explained and 
tried, the patient is still miserable certain seda- 
tive drugs like bromides and barbital may prove 
valuable for temporary use. Psychotherapy, 
however, in the form of sympathetic reassurance 
is of prime importance. In the absence of con- 
gestive failure and auricular fibrillation digitalis 
generally does more harm than good and should 
be avoided; its action is apt to lead to disagree- 
able increase in the force of the heart beat. Rest 
in bed and opiates are equally to be condemned. 


2. Angina pectoris. Less common but much 
more important than precordial aching is angina 
pectoris which consists almost always of a sub- 
sternal sense of pressure brought on at first by 
exertion and relieved within a few minutes by 
rest or nitrite drugs. The oppressive feeling 
may or may not be referred to either or both 
arms or to the jaws (rarely). Angina literally 
means strangling, and many patients who have 
it insist that they don’t have pain. It is al- 
ways significant of real trouble, even though this 
trouble varies greatly in degree and life may 
endure from a few seconds to many years. We 
have not time to discuss the controversies as to 
mechanism, but suffice it to say that the great 
bulk of opinion of students of the condition is in 
favor of the theory that insufficiency of the cor- 
onary circulation is responsible whether such in- 
sufficiency is due to coronary constriction by 
spasm or sclerotic disease, as it is most common- 
ly, to narrowing of the coronary artery mouths 


as in luetie aortitis, to anemia, or to other or 
combined factors. Of prime importance, how- 
ever, in the production of the symptom of angina 
pectoris is the nervous sensibility of the subject; 
the greater this sensibility, evidently the less 
pathology is needed to produce the symptom. 
Nervousness alone has not, however, been proved 
ever to have caused angina pectoris. Hence the 
terms false and secondary and pseudo-angina 
pectoris are unwise and misleading. Either there 
Is or there isn’t angina pectoris. If present it 
may be of any degree. 

The significance and prognosis of angina pec- 
toris vary according to several findings. It is 
more serious if it is severe, recurring several 
times daily and especially if it comes when quiet, 
as at night (angina decubitus). It is also more 
serious if there is evidence on examination of a 
good deal of heart disease. The age of the pa- 
tient is not of great significance. The degree of 
nervousness is important, however. The more 
sensitive the nervous system and the greater the 
nervous strain as a background the more easily 
is angina pectoris produced and the less serious 
it is. Nevertheless even a very nervous person 
may have rapidly fatal angina pectoris and it 
is possible that the nervous factor itself may 
be of some importance in precipitating a fatal 
attack. The mechanism of sudden death from 
angina pectoris is not known but it is likely 
that overwhelming reflex nervous depression of 
the pacemakers of the heart results in perma- 
nent standstill. More study of this obscure 
problem is needed; it is naturally a difficult one 
to solve because of the prime need of electro- 
eardiographic records of a patient at the time 
of sudden death from angina pectoris. 


The treatment of angina pectoris consists first 
of the therapy of the attack itself by rest—not 
in the recumbent position, but standing or sit- 
ting still—and by nitrite drugs. The most suit- 
able nitrites are amyl nitrite and nitroglycerine. 
The latter is rapid enough in its effect and much 
more convenient and less expensive than the for- 
mer. However, it is important to have a fresh 
reliable preparation and not casually to advise 
using it in full dosage (1/100 grain) until a 
small dose (1/200 or 1/400 grain) has been tried 
first. Within the last fortnight I have examined 
two patients who collapsed with syncopal at- 
tacks a minute or two after dissolving a tablet of 
1/100 grain of nitroglycerine in the mouth— 
one of these patients went through this attack 
under my observation and at the height of the 
syncope the pulse was impalpable and the heart 
action was slow, weak, and barely audible. 

To prevent or reduce the frequency of angina 
pectoris, rest and avoidance of exciting factors 
are of prime importance. A few weeks of com- 
plete relaxation, physical and mental, may re- 
store health and largely abolish angina pectoris 
except that it may continue to recur on consid- 


Volume 205 
Number 19 


NEW HAMPSHIRE MEDICAL SOCIETY—WHITE 


911 


erable effort. It is often well at the onset of 
angina pectoris even when of slight degree, to 
urge a real rest of that sort. When the period 
of rest is over or at the very beginning if such 
complete rest cannot be arranged, the level of 
activity — both physical and mental — must be 
curtailed so that the symptom is induced not at 
all or only rarely. The regulation of business 
and professional affairs and of social habits is 
of fundamental importance and far more essen- 
tial than the use of medicine. Short hours 
of work and not at full speed, leisure at lunch- 
eon time, early to bed, light meals, omission 
or marked restriction of coffee, tea, and tobacco, 
and frequent lazy vacations should be the pro- 
gram. Control of nervousness is often impor- 
tant and bromides and the hypnotics are useful 
for this purpose. Theobromine and allied drugs, 
such as theophylline ethylene diamine (euphyl- 
lin or metaphyllin), are thought to improve the 
coronary circulation. I have not found them 
definitely helpful in most cases but I try them 
since a few patients have apparently been 
benefited. Theominal, a combination of theo- 
bromine 5 grains and luminal 1% grain, has 
seemed to have a more favorable effect than 
either drug alone. The rare eases with 
syphilitic aortitis should be given potassium 
iodide and mercury, bismuth, or arsenic with 
care. Digitalis is as a rule ineffective. 

Infrequently patients with angina pectoris 
are so crippled and bothered by frequent at- 
tacks of pain that life becomes a burden. For 
them it is sometimes possible to use prophy- 
lactically with great benefit nitroglycerine and 
sodium nitrite (or erythrol tetranitrate) in daily 
rations prior to activities which would ordi- 
narily bring on angina pectoris. Several doses 
in twenty-four hours may make life endurable 
and useful for such individuals over periods of 
years. If relief cannot be arranged in this way, 
then it is well to consider paravertebral alcohol 
injection into the upper dorsal nerve roots on 
left or right side to give relief. This is a meas- 
ure that has proved helpful often enough to 
recommend in selected cases but it is by no 
means an early therapeutic choice. It has en- 
tirely replaced in experienced hands the old cer- 
vical sympathectomy operation, though in a very 
few patients who are good risks dorsal sympa- 
thectomy is to be considered instead of the al- 
cohol injections. Roentgen therapy for angina 
pectoris is at present still uncertain in its effect 
—it has been followed by improvement in a few 
of our cases but not by any at all in others. 

3. The pain of coronary thrombosis is always 
important, often serious, and occasionally fatal, 
apparently killing itself by reflexly inducing a 
state of shock. It is as a rule exactly like the 
pain of angina pectoris but of much longer 
duration, hours instead of minutes. It some- 
times is unusually low—epigastric—in position, 
and then may be mistaken for indigestion, espe- 


cially if there are associated nausea and vomit- 
ing which may sometimes be the result of mor- 
phine used ir. treatment. Most patients re- 
cover from the immediate effect of the coronary 
occlusion but a good many of those who do are 
badly crippled and die of congestive failure, 
angina pectoris, or cardiac rupture a few weeks 
or months after the attack. A very considerable 
‘number, however, survive for years and live use- 
ful and comfortable lives with or without angina 
pectoris. (A second or third thrombosis at times 
ends life.) Treatment of the coronary throm- 
bosis pain generally includes as the most im- 
portant measure morphine in ample quantity, 
more than a quarter of a grain subcutaneously 
(in divided doses) and sometimes as much as a 
grain in 6 to 8 hours. Treatment of the nerv- 
ous state is also important in some cases, by 
bromides and hypnoties. Digitalis is not needed 
unless congestive failure supervenes or is 
thought to threaten. The nitrites are of little 
or no value. 

4. Acute pericarditis may or may not give 
rise to precordial pain. When it does, such pain 
is often increased by breathing because of an as- 
sociated pleural involvement. Some of the peri- 
cardium is insensitive but the parietal pericar- 
dium adjacent to the pleura is sensitive. For 
such pain codeine or morphine may be needed. 
The application of heat or cold precordially may 
give relief. If rheumatic fever is responsible 
salicylates often help. 

In rare cases there is much discomfort from a 
large pericardial effusion—a sense of oppression 
which with other symptoms and signs may re- 
quire paracentesis for relief. 

5. Aortic pain. With disease of the aorta, 
generally luetic and aneurysmal, there may be 
distressing pain under the upper sternum and 
throughout the upper chest or locally on right 
side or left. This is in considerable part the re- 
sult of pressure of the enlarged aorta or other 
creat vessel (innominate, for example) on sur- 
rounding structures, like sternum or ribs. The 
symptom is a serious one, indicating as it does 
extensive and generally rapidly fatal disease, 
with death but a few weeks or months away in 
many cases. Codeine or morphine may be es- 
sential and in severe cases paravertebral alcohol 
injections or dorsal sympathectomy. In some 
eases antiluetic therapy helps. Arterial ligation 
may stop the pain. Wiring of an aneurysm is 
difficult and uncertain. The application of heat 
may soothe. 

C. PALPITATION 


Palpitation, which consists of a disagreeable 
consciousness of the heart’s action, is usually of 
little moment and generally requires no par- 
ticular treatment. There are several varieties. 


1. With normal heart rate and rhythm. 
When the heart beat is regular and neither fast 


nor slow, palpitation is dune to excessive nervous 
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tention to details of life, and rarely drug ther- 
apy. It is wrong to ignore the symptoms alto- 
' gether, for lack of a sympathetic attitude and 
of full explanation will only drive the patient 
away to some one who may be too sympathetic 
and cripple the person for years with a faulty 
diagnosis of ‘‘myocarditis’’ or some equally seri- 
ous condition like angina pectoris. At this point 
I should add that radiation of pain to the left 
arm does not prove the presence of angina pec- 
toris; the more severe grades of ‘‘nervous heart- 
ache’’ may be attended by left arm ache also. 
A good rest, particularly away from nervous 
strain, is the best treatment for severe heart ache 
associated with nervous fatigue. Physical ex- 
ercise in moderation during this restful vacation 
is usually helpful rather than harmful. Gener- 
ally the best cure for nervous fatigue and its 
symptoms is physical fatigue. Exciting factors 
such as long hours at business with inability to 
escape from telephone or mail, too many social 
engagements, long automobile or train rides, 
much tobacco, coffee, tea, and aleohol, and the 
constant feeling of pressure and hurry so preva- 
lent in America should be controlled. Such con- 
trol alone, with or without a preliminary rest, 
generally suffices to reduce or to clear up nervous 
heart pain. Obvious disease processes like foci 
of infection and indigestion should also be 
taken care of since they may be exciting fac- 
tors leading to such heart ache and palpitation. 
If after these measures have been explained and 
tried, the patient is still miserable certain seda- 
tive drugs like bromides and barbital may prove 
valuable for temporary use. Psychotherapy, 
however, in the form of sympathetic reassurance 
is of prime importance. In the absence of con- 
gestive failure and auricular fibrillation digitalis 
generally does more harm than good and should 
be avoided; its action is apt to lead to disagree- 
able increase in the force of the heart beat. Rest 
in bed and opiates are equally to be condemned. 


2. Angina pectoris. Less common but much 
more important than precordial aching is angina 
pectoris which consists almost always of a sub- 
sternal sense of pressure brought on at first by 
exertion and relieved within a few minutes by 
rest or nitrite drugs. The oppressive feeling 
may or may not be referred to either or both 
arms or to the jaws (rarely). Angina literally 
means strangling, and many patients who have 
it insist that they don’t have pain. It is al- 
ways significant of real trouble, even though this 
trouble varies greatly in degree and life may 
endure from a few seconds to many years. We 
have not time to discuss the controversies as to 
mechanism, but suffice it to say that the great 
bulk of opinion of students of the condition is in 
favor of the theory that insufficiency of the cor- 
onary circulation is responsible whether such in- 
sufficiency is due to coronary constriction by 
spasm or sclerotic disease, as it is most common- 
ly, to narrowing of the coronary artery mouths 


as in luetice aortitis, to anemia, or to other or 
combined factors. Of prime importance, how- 
ever, in the production of the symptom of angina 
pectoris is the nervous sensibility of the subject ; 
the greater this sensibility, evidently the less 
pathology is needed to produce the symptom. 
Nervousness alone has not, however, been proved 
ever to have caused angina pectoris. Hence the 
terms false and secondary and pseudo-angina 
pectoris are unwise and misleading. Either there 
is or there isn’t angina pectoris. If present it 
may be of any degree. 

The significance and prognosis of angina pec- 
toris vary according to several findings. It is 
more serious if it is severe, recurring several 
times daily and especially if it comes when quiet, 
as at night (angina decubitus). It is also more 
serious if there is evidence on examination of a 
good deal of heart disease. The age of the pa- 
tient is not of great significance. The degree of 
nervousness is important, however. The more 
sensitive the nervous system and the greater the 
nervous strain as a background the more easily 
is angina pectoris produced and the less serious 
it is. Nevertheless even a very nervous person 
may have rapidly fatal angina pectoris and it 
is possible that the nervous factor itself may 
be of some importance in precipitating a fatal 
attack. The mechanism of sudden death from 
angina pectoris is not known but it is likely 
that overwhelming reflex nervous depression of 
the pacemakers of the heart results in perma- 
nent standstill. More study of this obscure 
problem is needed; it is naturally a difficult one 
to solve because of the prime need of electro- 
cardiographic records of a patient at the time 
of sudden death from angina pectoris. 


The treatment of angina pectoris consists first 
of the therapy of the attack itself by rest—not 
in the recumbent position, but standing or sit- 
ting still—and by nitrite drugs. The most suit- 
able nitrites are amyl nitrite and nitroglycerine. 
The latter is rapid enough in its effect and much 
more convenient and less expensive than the for- 
mer. However, it is important to have a fresh 
reliable preparation and not casually to advise 
using it in full dosage (1/100 grain) until a 
small dose (1/200 or 1/400 grain) has been tried 
first. Within the last fortnight I have examined 
two patients who collapsed with syncopal at- 
tacks a minute or two after dissolving a tablet of 
1/100 grain of nitroglycerine in the mouth— 
one of these patients went through this attack 
under my observation and at the height of the 
syneope the pulse was impalpable and the heart 
action was slow, weak, and barely audible. 

To prevent or reduce the frequency of angina 
pectoris, rest and avoidance of exciting factors 
are of prime importance. A few weeks of com- 
plete relaxation, physical and mental, may re- 
store health and largely abolish angina pectoris 
except that it may continue to recur on consid- 
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erable effort. It is often well at the onset of 
angina pectoris even when of slight degree, to 
urge a real rest of that sort. When the period 
of rest is over or at the very beginning if such 
complete rest cannot be arranged, the level of 
activity — both physical and mental — must be 
curtailed so that the symptom is induced not at 
all or only rarely. The regulation of business 
and professional affairs and of social habits is 
of fundamental importance and far more essen- 
tial than the use of medicine. Short hours 
of work and not at full speed, leisure at lunch- 
eon time, early to bed, light meals, omission 
or marked restriction of coffee, tea, and tobacco, 
and frequent lazy vacations should be the pro- 
gram. Control of nervousness is often impor- 
tant and bromides and the hypnotics are useful 
for this purpose. Theobromine and allied drugs, 
such as theophylline ethylene diamine (euphyl- 
lin or metaphyllin), are thought to improve the 
coronary circulation. I have not found them 
definitely helpful in most eases but I try them 
since a few ‘patients have apparently been 
benefited. Theominal, a combination of theo- 
bromine 5 grains and luminal 1% grain, has 
seemed to have a more favorable effect than 
either drug alone. The rare eases with 
syphilitic aortitis should be given potassium 
iodide and mereury, bismuth, or arsenie with 
care. Digitalis is as a rule ineffective. 

Infrequently patients with angina pectoris 
are so crippled and bothered by frequent at- 
tacks of pain that life becomes a burden. For 
them it is sometimes possible to use prophy- 
lactically with great benefit nitroglycerine and 
sodium nitrite (or erythrol tetranitrate) in daily 
rations prior to activities which would ordi- 
narily bring on angina pectoris. Several doses 
in twenty-four hours may make life endurable 
and useful for such individuals over periods of 
years. If relief cannot be arranged in this way, 
then it is well to consider paravertebral alcohol 
injection into the upper dorsal nerve roots on 
left or right side to give relief. This is a meas- 
ure that has proved helpful often enough to 
recommend in selected cases but it is by no 
means an early therapeutic choice. It has en- 
tirely replaced in experienced hands the old cer- 
vical sympathectomy operation, though in a very 
few patients who are good risks dorsal sympa- 
thectomy is to be considered instead of the al- 
cohol injections. Roentgen therapy for angina 
pectoris is at present still uncertain in its effect 
—it has been followed by improvement in a few 
of our eases but not by any at all in others. 

3. The pain of coronary thrombosis is always 
important, often serious, and occasionally fatal, 
apparently killing itself by reflexly inducing a 
state of shock. It is as a rule exactly like the 
pain of angina pectoris but of much longer 
duration, hours instead of minutes. It some- 
times is unusually low—epigastric—in position, 
and then may be mistaken for indigestion, espe- 


cially if there are associated nausea and vomit- 
ing which may sometimes be the result of mor- 
phine used in treatment. Most patients re- 
cover from the immediate effect of the coronary 
occlusion but a good many of those who do are 
badly crippled and die of congestive failure, 
angina pectoris, or cardiae rupture a few weeks 
or months after the attack. A very considerable 
‘number, however, survive for years and live use- 
ful and comfortable lives with or without angina 
pectoris. (A second or third thrombosis at times 
ends life.) Treatment of the coronary throm- 
bosis pain generally ineludes as the most im- 
portant measure morphine in ample quantity, 
more than a quarter of a grain subcutaneously 
(in divided doses) and sometimes as much as a 
grain in 6 to 8 hours. Treatment of the nerv- 
ous State is also important in some cases, by 
bromides and hypnoties. Digitalis is not needed 
unless congestive failure supervenes or is 
thought to threaten. The nitrites are of little 
or no value. 

4. Acute pericarditis may or may not give 
rise to precordial pain. When it does, such pain 
is often increased by breathing because of an as- 
sociated pleural involvement. Some of the peri- 
cardium is insensitive but the parietal pericar- 
dium adjacent to the pleura is sensitive. For 
such pain codeine or morphine may be needed. 
The application of heat or cold precordially may 
give relief. If rheumatic fever is responsible 
salicylates often help. 

In rare cases there is much discomfort from a 
large pericardial effusion—a sense of oppression 
which with other symptoms and signs may re- 
quire paracentesis for relief. 

5. Aortic pain. With disease of the aorta, 
generally luetic and aneurysmal, there may be 
distressing pain under the upper sternum and 
throughout the upper chest or locally on right 
side or left. This is in considerable part the re- 
sult of pressure of the enlarged aorta or other 
great vessel (innominate, for example) on sur- 
rounding structures, like sternum or ribs. The 
symptom is a serious one, indicating as it does 
extensive and generally rapidly fatal disease, 
with death but a few weeks or months away in 
many eases. Codeine or morphine may be es- 
sential and in severe cases paravertebral alcohol 
injections or dorsal sympathectomy. In some 
cases antiluetic therapy helps. Arterial ligation 
may stop the pain. Wiring of an aneurysm is 
difficult and uncertain. The application of heat 
may soothe. 


C. PALPITATION 


Palpitation, which consists of a disagreeable 
consciousness of the heart’s action, is usually of 
little moment and generally requires no par- 
ticular treatment. There are several varieties. 

1. With normal heart rate and rhythm. 
When the heart beat is regular and neither fast 


nor slow, palpitation is due to excessive nervous 
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sensitiveness. The heart which ordinarily is not 
felt at all with the nerves in the normal state 
of equilibrium, now thumps disagreeably against 
the chest wall. It is more apt to be felt in 
this way if it happens to be enlarged, as in the 
ease of the cor bovinum from aortic regurgita- 
tion, or to be pumping under increased pressure 
as in hypertension. Treatment consists of reas- 
surance, avoidance of excitement, nervous rest, 
omission of coffee, tea, tobacco, and alcohol, and 
the use of sedatives like bromides. 

2. With tachycardia. Ordinary acceleration 
of heart rate from exercise or excitement may or 
may not be disagreeably felt as palpitation. It 
is of no significance except to point to the nerv- 
ous sensitiveness of the individual. No treat- 
ment other than reassurance and avoidance of 
excessive activity is necessary. 

When paroxysmal tachycardia is the cause— 
whether auricular or ventricular in origin—rest 
and vagal pressure are of first importance. Va- 
rious respiratory exercises or the induction of 
vomiting may be tried to stop the paroxysm. 
Quinidine sulphate, 6 grains by mouth, repeated 
if necessary in two hours, and in rare cases quin- 
idine intravenously, have succeeded in restoring 
normal rhythm in some eases. Often reassurance 
is enough treatment, the paroxysm lasting but a 
few minutes as a rule and rarely over an hour. 
For exceptional and very severe cases, opiates 
and digitalis or strophanthin may be needed. 

Palpitation is sometimes the result of awricu- 
lar fibrillation or of auricular flutter. The rela- 
tive frequency of these two disorders of rhythm 
is in the ratio of about 16 to 1. Neither is dan- 
gerous nor yet unimportant. For paroxysmal 
attacks of either condition, rest and quinidine 
sulphate are most important. The quinidine 
may be given in a dose of 6 grains at the be- 
ginning of an attack to be repeated if necessary 
in two hours, or, if the paroxysms occur fre- 
quently (once a week or oftener) 3 grains of 
quinidine sulphate may be given two or three 
times a day regularly to prevent the paroxysms 
altogether or to reduce their number and 
duration. Digitalis is less effective except 
to reduce the heart rate in long paroxysms. 
For permanent auricular fibrillation or flutter 
digitalization is indicated, effected in the man- 
ner already described, or quinidine sulphate in 
large dosage may be tried for a few days (6 
grains every two hours for 5 doses daily till 
normal rhythm is restored, toxic symptoms ap- 
pear, or 3 or 4 days have passed). The quini- 
dine should be given in this large dosage only to 
selected cases without congestive failure or ex- 
tensive heart damage, ard only under close ob- 
servation, to prevent trouble from the drug. If 
the flutter or fibrillation persists, digitalis ra- 
tions (114 grains daily) should be given per- 
manently after digitalization to keep the heart 
rate as near 70 as possible. 


3. With bradycardia. Palpitation with slow 
pulse may be due to an unimportant more or 
less normal vagal slowing of the heart to 50 or 
less, this slow rate being felt uncomfortably 
by the individual, or heart-block which is more 
or less serious, may be responsible. Often 
graphic records are necessary to differentiate. 
If block is present it may be partial or com- 
plete. In general, the higher the grade of block 
the more serious the condition, but sometimes 
people with complete heart-block live healthy 
lives for many years, and often patients are 
more comfortable, having less tendency to feel 
palpitation or to faint after the heart-block has 
changed from partial to complete. Coronary 
disease, infections, and congenital defects cause 
heart-block. Treatment of heart-block is usu- 
ally ineffective but for very slow pulse rates 
ephedrine 14 to % grain three or four times a 
day is more effective in the long run than any 
other measure. 

4. With arrhythmia. I have already dis- 
cussed the palpitation associated with auricular 
fibrillation, auricular flutter, and heart-block, 
of which conditions the first is almost invari- 
ably associated with arrhythmia, the second 
often, and the third rather infrequently. There 
is, however, one other and the most common 
disorder of rhythm to be considered. This is the 
premature beat or extrasystole, giving rise in 
about half of the people who show it, to a dis- 
agreeable periodic thump, or pause, in the heart 
action. A large number of people are unaware 
of this arrhythmia which may be found only by 
chance during some routine examination. The 
extrasystole is absolutely unimportant, whether 
auricular or ventricular in origin, except as it 
causes discomfort or in very rare cases occurs in 
excessive frequency so that the extrasystoles out- 


number the normal beats (a sign of great cardiac — 


irritability). Premature beats are not often a sign 
of heart disease, but rather of nervous irritation 
or of a toxic state though heart disease is some- 
times undoubtedly a predisposing factor. 

Treatment of the extrasystole consists in the 
first place of reassurance and correction of nerv- 
ous or toxic factors (such as intemperate use of 
tobacco, nervous fatigue, indigestion, or infec- 
tions). Bromides and quinidine sulphate may 
be used successfully, but generally no drug is of 
any avail in abolishing the arrhythmia. Digi- 
talis often aggravates or actually produces ex- 
trasystoles, but in rare cases with or without con- 
gestive failure it may help to control them. A 
variety of other drugs like strychnine have been 
tried for extrasystoles, but not effectively 
enough to recommend their use. 


D. OTHER SYMPTOMS 


There are no other characteristic cardiac 
symptoms, though in some cases nervous and 


| gastro-intestinal disorders may result from heart 
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disease. Great weakness may follow coronary 
thrombosis as a serious and distressing symp- 
tom hard to combat. Rest, digitalis, and the so- 
ealled tonics may help out. Shock and syncope 
may occur with angina pectoris (syncope angi- 
nosa), coronary thrombosis, or paroxysmal 
tachycardia, and should be treated in the usual 
way with the recumbent position, heat, caffeine, 
and ammonia. Syncope, with or without con- 
vulsions, may occur in the form of Adams-Stokes 
attacks with high-grade heart-block. Such at- 
tacks are always serious and often dangerous, 
but sometimes life may continue for years in 
spite of them. Ephedrine, 14 to % grain three or 
four times a day, is the best remedy to reduce 
the frequency and duration of the attacks. 
Epinephrine (adrenalin), 1% to 1 ¢.c. of 1:1000 
solution subcutaneously, intravenously, or into 
the heart directly, is the only effective emer- 
gency measure. Thyroid extract and barium 
ehloride are much less useful. Headaches, dizzi- 
ness, mental confusion, and disorders of the spe- 
cial senses sometimes accompany heart disease 
but are incidental except as marked aortic sten- 
osis or poor heart action may favor their occur- 
— and digitalis may then prove help- 
ful. 


Digestive symptoms, such as anorexia, nausea, 
tympanites, and constipation, are common in 
heart disease but not characteristic cardiac 
symptoms. Anorexia and nausea may result 
from congestion of stomach, intestine, and liver, 


or reflexly from coronary thrombosis (giving 
rise to the familiar misnomer ‘‘acute indiges- 
tion’’), or from digitalis poisoning. It+is some- 
times quite a problem to know whether too much 
or too little digitalis has been given in such 


eases. Careful analysis, particularly with elec- 
trocardiographie evidence, will generally solve 
the problem. ‘‘Gas’’ and constipation result 
often from congestion of the gastro-intestinal 
tract or from enforced inactivity with resulting 
stasis. The frequent precipitation of angina pec- 
toris by a hearty meal results in unwarranted ac- 
cusation of ‘‘gas’’ as a chief factor by the pa- 
tient himself. Peptie uleers and hemorrhoids 
are aggravated if not caused by congestive fail- 
ure. 


One other symptom of importance that may 
result from disease of the heart or great ves- 
sels, though fortunately rare, is bleeding from 
the lungs. Hemoptysis due to acute heart fail- 
ure (pulmonary edema) has already been men- 
tioned, but two other conditions may cause pul- 
monary hemorrhage. Chronic mitral stenosis 
with ‘‘apoplexy’’ from the engorged lung ves- 
sels is one, and rupture of or erosion by aneurysm 
of the aorta is another. Finally, hoarseness 
due to pressure on the recurrent laryngeal nerve 
from aneurysm or enlarged left auricle (by way 
of the pulmonary artery) is engountered infre- 
quently. 


DIScussION 


Dr. GRANVILLE E. Horrses, Manchester: We 
all have been much interested in this paper, as 
it covered the ground thoroughly. The only 
thing I ean do is to emphasize some of the points. 
In relation to the treatment of dyspnea, when I 
find distinct heart failure; with marked dyspnea, 
I feel that as many as possible of our patients 
should be put in the hospital where we can keep 
them quiet physically and mentally as well. If 
you put them in bed at home, they get up, go 
to the bath room, are visited by friends, and 
don’t get the real rest they get at the hospital. 
Thus I have taken up the method the last few 
years, so far as possible, if the patient shows 
signs of congestive failure, of putting him in 
the hospital if it can be done. I also continue 
digitalis for a long time. A patient goes to a 
physician, and he finds a certain amount of heart 
failure; he gives him a proper amount of digi- 
talis and some rest. Then he is allowed to get 
up, usually without having a proper amount of 
digitalis, and in two, three, five or six months, 
has another breakdown, worse then than before, 
and then there is the ultimate breakdown. Cer- 
tainly there is no harm in continuing the digi- 
talis. I believe we should give it to them over 
long periods (not only at the time of the break- 
down) and they will recuperate by continuing to 
take digitalis. There are a few cases supposedly 
intolerant to the drug, and patients will come 
to you who are vomiting, and claim they had 
too much digitalis; as a matter of fact, they 
haven’t had enough. They are vomiting because 
they have a congestive enlargement of the liver, 
but seldom because of digitalis. I believe, also, 
that as cases are treated and have improved, 
after rest in bed, graduated exercise will do 
more for them. <A certain amount of walking is 
beneficial, not too fast, gradually increasing, 
up to two or three miles, and then the gen- 
eral routine of life should be reéstablished. The 
patient should rest an hour after dinner every 
day and go on with the usual methods of con- 
serving energy. Dy 

Speaking of sighing respiration in young Jp 
ple, I notice it frequently in older patients, @fder 
men, who have quite a marked degree of n@x 
inferiority complex, a feeling of depressig 
life is over, and then they sigh, not because of 
their heart but because life is not worth living. 

As a matter of fact I have seldom known peo- 
ple with true heart disease to sigh. 

Precordial pain is one of the worst things we 
have to deal with. I would like to ask what 
is Dr. White’s opinion in regard to a moderate 
use of alcohol in angina. 


Dr. Wuite: I see a number of patients who 
have repeated attacks of angina pectoris every 
day and along with nitrites I prescribe whiskey 
sometimes in these cases. The whiskey alone may 
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carry patients through. Alcohol was the only 
drug they had for angina pectoris a hundred 
years ago; nitrites have been used but fifty or 
sixty years. I am opposed, however, to the use 
of a large amount of strong liquor. <A small 
amount of alcoholic beverage in the form of 
light wine or beer daily for individuals under 
much nervous strain (especially men in responsi- 
ble professional and business positions) might 
even reduce the incidence of angina pectoris 
today. 


MISCELLANY 


NEW MEMBERS 
Dr. John S. Wheeler, Wolfeboro, N. H. 
Dr. Donald Higgins, Epping, N. H. 
Dr. Martha Isabel Boger-Shattuck, 426 State Street, 
Portsmouth, N. H. 


DEATH 
Dr. Joseph A. Charest, Nashua, died at his home 
October 20 after a long illness. 


THE RED CROSS AND THE MEDICAL 
PROFESSION 


Man’s average span of life at birth in this coun- 
try 30 years ago was 47 years, and woman’s was 50 
years. Today, life’s span averages more than 10 
years longer for each sex. Yet, long life has no 
virtue unless it is blessed with physical and men- 
tal health, assuring continued activity and earning 
capacity. 

In contributing its part to health each year, the 
American Red Cross maintains a public health 
nursing service. That department’s duties include: 
assisting in spreading the knowledge and increas- 
ing the practice of healthful living, in preventing the 
spread of disease, in obtaining the removal of phys- 
ical handicaps and in restoring the ill to health in 
codperation with the health authorities and phy- 
sicians. At the close of the last fiscal year, ended 
June 30, there were 769 Red Cross public health 
nurses employed in 517 local chapters. They made 
1,338,550 nursing visits other than classroom, and 
inspected 1,015,906 children in schools during the 
year. The inspections disclosed one or more phys- 
ical defects in 573,946 children. Of these 172,213 
children with defects were treated. Clinics or con- 
ferences during the period were attended by 454,961 
individuals. 

In its plan to coéperate fully with physicians and 
health authorities, every Red Cross public health 
nursing service tries to obtain standing orders 
from the local medical society or from the chapter 
medical advisory committee until such time as the 
medical society is ready to authorize them. The 
need for such orders is obvious. In the report of 
the advisory committee on the health program of 
the American Red Cross, the following principles 
are laid down for the conduct of public health 
nursing activities: 


1. The nursing of patients shall be carried on 
only under the direction of a licensed physician. 

2. In advising, relative to securing medical or 
surgical treatment, the Red Cross does not choose 
between individual licensed practitioners. Such 
choice must be left to the individual patient or to 
his family. 


3. The Red Cross advises with reference to se- 
curing special medical and surgical treatment only 
after consultation with the physician, where one is 
available. 

It is the aim of the Red Cross to work hand-in- 
hand with the medical profession. For that reason 
local chapters which employ public health nurses 
request the medical society or local physicians as a 
group to endorse standing orders, which the nurse 
may follow in giving nursing care on her first visit 
to a patient, if the patient has no doctor or if the 
hurse cannot get in touch with the patient’s doctor. 
Indigent patients, requiring diagnosis or treatment, 
in the absence of a public physician for the poor, 
also are provided for in the coéperative plan of the 
public health nurse and the medical society. The 
group decides to whom the nurse is to refer such 
cases. 

In her activities the Red Cross public health 
nurse does not duplicate the work of other health 
and social agencies, but utilizes and works with 
them for the advancement of the welfare of the 
community. 

This year marks the Fiftieth Anniversary of the 
Red Cross in this country. Its service to hu- 
manity is made possible through individual mém- 
berships. Between November 11 and 26 an oppor- 
tunity to become a part of the Red Cross will be ex- 
tended to everyone, since the annual Roll Call is 
to be conducted between those dates. 


MORTALITY RATES 


Telegraphic returns from 82 cities with a total 
population of thirty-six million for the week ending 
October 17, indicate a mortality rate of 10.0 as 
against a rate of 10.9 for the corresponding week of 
last year. The highest rate (17.1) appears for 
Lowell, Mass., and the lowest (4.0) for Somerville, 
Mass. The highest infant mortality rate (15.8) ap- 
pears for Peoria, Ill. and the lowest for Grand 
Rapids, Mich., Miami, Fla., Schenectady, N. Y., 
Somerville, Mass., and Spokane, Wash., which re- 
ported no infant mortality. 

The annual rate for 82 cities is 12.0 for the forty- 
two weeks of 1931, as against a rate of 11.9 for the 
corresponding weeks of 1930. 
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HOUSE OF DELEGATES 


HE fixed session of the House of Delegates 
of the Vermont State Medical Society was 
called to order by President E. A. Hyatt, at 
7 P.M., Thursday, October 8, 1931, in the Com- 
munity House, Rutland, Vt. 
The: Roll was called and vacancies therein 
filled, making the Roll of the House of Delegates 
as follows: 


Addison County:—P. L. Dorey, Middlebury. 

Bennington County:—L. H. Ross, Bennington; E. A. 
Tobin, Bennington; C. S. Buchanan, Bennington. 

Chittenden County:—S. H. Martin, Burlington; A. B. 
Soule, Burlington; E. D. McSweeney, Burling- 
ton; C. F. Dalton, Burlington; C. H. Beecher, 
Burlington, and Alternate, Arthur Hogan, Bur- 

lington. 

Franklin County:—R. M. Pelton, Richford; E. A. 

Hyatt, St. Albans. 

Lamoille County:—(Unrepresented.) 

Northeastern:—C. G. Shurman, Newport; P. E. Buck, 
Glover; W. B. Fitch, St. Johnsbury; F. E. 
Farmer, St. Johnsbury. 

Rutland County:—Stewart Ross, Rutland; G. G. 
Marshall, Rutland; C. E. Griffin, Fair Haven. 

Washington County:—C. E. Brady, Barre; L. W. 
Burbank, Cabot; J. A. Wark, Barre; C. H. Guy- 


ette, Barre. 

Windham County:—J. A. Stevenson, Chester; J. H. 
Blodgett, Bellows Falls. 

Windsor County:—A. M. Cram, Bridgewater; A. L. 


Patch, Windsor. ‘ 


The report of the Secretary was called for and, 
on motion of Dr. Buchanan, duly seconded. It 
was voted to accept the report as printed. 

The reports of committees were called for 
and, on motion of Dr. Stevenson, seconded. It 
was voted to accept the various committee re- 
ports without having them read. 

For the Legislative Committee Dr. Lane re- 
ported that the Committee had met with repre- 
sentatives of insurance companies, paved the 
way toward better relations, and had succeeded 
in getting an extension of time in malpractice 
suits, of which a report in full will appear in a 
later issue. 

There was no unfinished business. It was 
voted that Burlington will be the place of the 
1932 annual meeting. 

Dr. William G. Ricker requested, and was 
eranted the privilege of the floor, and stated 
that a representative of the American Society 
for the Control of Cancer had conferred with 
him and some members of the State Board of 
Health in regard to having a state committee, 
composed of three, one to be appointed by the 
American Society for the Control of Cancer, 
one by the State Board of Health, a member of 
the State Board, and one by the State Medical 
Society, as a Cancer Committee, for a study 
of the cancer problem in Vermont. 


i Dr. C. F. Ball offered the following resolu- 
ion: 


Whereas: The committee on Health and Public 
Instruction has not previously acted with special 
rhea to the cancer problem in the State of Ver- 


Be Resolved: That this committee be and is 
hereby empowered to give special consideration to 
this subject and to properly represent the Vermont 
State Medical Society in any special state survey 
oF be deemed advisable, at which 

me it would act as a special Cancer 
behalf of the Society. 


After discussion it was moved, seconded, and 
motion carried, that this resolution be laid on 
the table. 


Dr. J. H. Blodgett moved that the Vermont 
State Medical Society request the State Board 
of Health to take up the study of cancer. 

Motion seconded, and carried. 

Dr. C. H. Beecher moved that the Committee 
on Health and Public Instruction of the Ver- 
mont State Medical Society be asked to sit in 
with the State Board of Health in a study of 
the cancer problem in Vermont. 

Motion seconded and carried. 

Dr. C. F. Dalton moved that the Legislative 
Committee of the Vermont State Medical So- 
ciety interest itself in the subject of cancer and 
endeavor to get some money from the State for 
the State Board of Health to use in doing work 
along this line. 

Motion seconded, and carried. 


The report of Dr. Cram, as a delegate to the 
A. M. A., was accepted as printed. 

Dr. Cram added that the A. M. A. requested 
that a ittee be appointed to confer with the 
American Legion in regard to government care 
of veterans for non-service-connected disabilities, 
and moved that the matter be referred to the 
committee on Health and Public Instruction. 

Motion seconded, and carried. 

Dr. Stevenson moved that the Society vote $50 
to Dr. Cram toward defraying his expenses to 
the A. M, A. 

Motion seconded and carried. 

Dr. Lanou moved that the Secretary’s salary 
be increased to $200, which motion was with- 
drdwn. 

Dr. Beecher moved that Section 3, of Article 
I, of the By-Laws be amended to read that the 
Secretary shall be paid an annual salary of two 
hundred dollars, instead of ‘‘fifty’’, the rest of 
the section remaining as it now reads. 
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Motion seconded, and carried. 

The resignation of Dr. E. J. Rogers, as a 
member of the House of Delegates, was tendered 
and accepted. 

The election of officers being the next busi- 
ness, Dr. C. H. Beecher nominated Dr. E. J. 
Rogers, of Pittsford, as President of the Ver- 
mont State Medical Society for the ensuing 
year. 

Nomination seconded by Dr. Ross. 

Moved that nominations cease, and that the 
Secretary cast one ballot for Dr. Rogers for 
President. 

Motion seconded and earried, the _ ballot 
cast, and President Hyatt declared Dr. Rogers 
elected as President. 

Dr. J. H. Stevenson nominated William G. 
Ricker for Secretary of the Vermont State Med- 
ical Society for the ensuing year. 

Nomination seconded. 

Moved by Dr. Ross that nominations cease 
and that the President cast one ballot for Dr. 
Ricker for Secretary. 

Motion seconded and carried, the ballot cast, 
and the President declared Dr. Ricker elected 
Secretary. 

Dr. Stevenson moved that the President ap- 
point a nominating committee of five to bring 
in nominations for the remaining offices and 
committees, at an adjourned session of the 
House of Delegates, to be held at 8:45 Friday 
morning, October 9, 1931. 

Motion seconded and carried. 

President Hyatt appointed as such nominat- 
ing committee Dr. C. F. Ball, Dr. J. H. Steven- 
son, Dr. C. H. Beecher, Dr. F. E. Farmer, and 
Dr. R. M. Pelton. 

There being no further business the President 
declared the meeting adjourned until 8:45, Fri- 
day morning, October 9, 1931, at the Com. 
munity House, Rutland, Vt. 


Fripay Mornine Session 


The adjourned meeting of the House of Dele- 
gates was called to order at 8:45, Friday morn- 
ing, October 9, 1931, by President Hyatt, at the 
Community House, Rutland, Vt. 

Dr. C. F. Ball, reporting for the Nominating 
Committee, to bring in nominations for the of- 
fices and committees (other than President and 
Secretary), submitted the following report: 


Vice President: A. M. Cram, Bridgewater. 
Treasurer: David Marvin, Essex Junction. 
Auditor: E. H. Buttles, Burlington. 
Councillors: 
1st District Alan Davidson, St. Albans. 
2nd District John Trotter, Bennington. 
3rd District F. E. Farmer, St. Johnsbury. 
4th District John Woodruff, Barre. 
Executive Committee: W. G. Ricker, C. G. Schur- 
man, O. N. Eastman. 
Publication Committee: 
E. A. Stanley. 


W. G. Ricker, C. F. Dalton, 


Legislative Committee: John Stevenson, Lucretius 
Ross, R. M. Pelton. 

Medical Education: John H. Woodruff, A. C. Black, 
. W. Hammond. 

Necrology Committee: George G. Marshall, B. D. 
Adams, H. L. Pierce. 

Medico-Legal Committee: E. A. Hyatt, J. N. Jenne, 
F Farmer. 

Health and Public Instruction Committee: E. H. 
Buttles, B. F. Cook, P. K. French, A. L. Patch, 


E. H. Ross. 
Delegates: 
Maine: T. S. Brown. 


New Hampshire: C. F. Ball. 
Massachusetts: C. H. Swift. 
Connecticut: E. A. Tobin. 
Rhode Island: C. D. Rublee. 
New York: G. M. Sabin. 
A. M. A.: William G. Ricker. 
A. M. A. Alternate: C. H. Beecher. 
Anniversary Chairman: C. H. Beecher. 
New England Council: E. J. Rogers, William G. 
Ricker, W. M. Johnstone, J. A. Stevenson, 
E. A. Hyatt. 
Officers—House of Delegates: 
President: Frank E. Farmer, St. Johnsbury. 
lst Vice President: Seth Martin. 
2nd Vice President: P. L. Dorey. 
Secretary: Naomi Lanou. 
C. F. Batt, 
JOHN STEVENSON, 
C. H. BEECHER, 
F. E. FarMEnr, 
R. M. Perron, 
Nominating Committee. 


Dr. Stevenson moved that the report of the 
nominating committee be accepted, and the nom- 
inees named therein ‘be declared elected to fill 
the respective offices and committees of the So- 
ciety, and offices of the House of Delegates, for 
which they were nominated. 

Motion seconded and carried, and President 
Hyatt declared them elected to the respective 
offices and committees of the Society, and offices 
of the House of Delegates, to which. they were 
nominated. 

There being no further business the Presi- 
dent declared the House of Delegates adjourned. 


SECRETARY’S REPORT 


One of the duties of the Executive Secretary of an 
organization is to keep in touch with the various . 
members and their component units, and to be able 
at any and all times to know the true state of affairs 
within the organization, as well as the apparent man- 
ifestations. But in an organization, even though it 
is no larger than the Vermont State Medical Society, 
this task is difficult. 

Your Secretary, therefore, will only attempt to 
appraise or estimate the affairs of the Society as 
various news, reports, and impressions have reached 
him. In order to do so he wishes to review briefly 
a bit of the past. 

Some two years ago, because of financial aid de- 
rived from outside sources, the State was able to 
furnish a team of speakers, and meetings were held 
in each County Society with this group of speakers in 
attendance. Evidently this trial had two results. 
If the reports be true, one result was that it stimu- 
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lated interest in each Society, and created a desire 
for more and more of such programs to be furnished 
by the State Officers. The other result (if your 
Secretary has not been misled) was to depend upon 
the State organization and to a like extent depend 
less upon themselves. The requests that came to 
the Secretary for State aid was the occasion for the 
writing of the report of a year ago. The 1930 report 
was written in a spirit of kindness and sincerity, al- 
though it contained a number of very direct state- 
ments and opinions. He has received no criticism 
of that report and trusts that it was received in 
the spirit in which it was written. 

A review of the work of the past year indicates 
a still different story. It has been said that lack 
of criticism or comment of an organization indicates 
that the organization is either doing well or doing 
nothing. The outstanding characteristic of the work 
during the past year has been the smoothness of 
operation. There have been two or three errors 
in the transmission of the names of members, but 
this seems to be a necessary annual evil. 

The review of the work of the County Societies 
indicates that they have been active, that they have 
maintained their membership, that there has existed 
a cordial atmosphere of coéperation, and that the 
programs of County Meetings have been of a very 
high order, and the Secretary wishes to take occa- 
sion at this time to congratulate each and every 
County Officer in the State for his excellent work 
during the past year. 

The appended table of membership shows a satis- 
factory increase, the Treasurer’s report is gratify- 
ing, the report of the Medico-Legal Committee is ex- 
tremely pleasing, and all indicates a steady, healthy 
progress along the right lines of organized medicine, 
a situation far to be preferred to one of spasmodic 
revivals accompanied with the inevitable backslid- 
ing. 

WILLIAM G. RIcKER, M.D., Secretary. 

October 2, 1931. 


SUPPLEMENT TO SECRETARY’S REPORT 


Member- Member- In- De- 
ship 1930 ship,1931 crease crease 


Addison 
Bennington 
Chittenden 
Franklin 
Lamoille 
Northeastern 
Rutland 
Washington 
Windham 
Windsor 
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REPORTS OF COUNTY MEDICAL SOCIETIES 


ADDISON COUNTY 


The Addison County Medical Society has held two 
meetings this year, both at the Porter Memorial 
Hospital. In November, 1930, Dr. Lyman Allen of 
Burlington addressed us on “Injuries of the Head”, 
illustrating with anatomic specimens. 

We have added one new member, Dr. L. R. Good- 
rich of Vergennes, making a total of fifteen members, 
eleven active and four honorary. 


ESTELLE Foore, M.D., Secretary. 


BENNINGTON COUNTY 


A most interesting year has been enjoyed by the 
Bennington County Medical Society. Meetings have 


been held regularly the last Wednesday of each 
month at the Putnam Memorial Hospital. Our meet- 
ings have been devoted to the presentation of case 
records and the demonstration of actual cases togeth- 
er with a report and discussion of all fatal hospital 
cases of the preceding month. The attendance at 
most of the meetings has been good, although, as is 
perhaps the case with other societies, an improve- 
ment would not be out of order. 

During the year Dr. Edward J. Rogers of Pittsford 
kindly consented to speak to the society on “Sur- 
gical Procedures in Tuberculosis” and we were also 
fortunate in having with us Dr. J. Gordon Wilson of 
Chicago, Ill., who read an interesting paper on ‘“Fo- 
cal Infection.” We are also indebted to Dr. Ellis 
Kellert, pathologist of the Putnam Hospital, who, at 
the close of most of our meetings, demonstrated and 
discussed one or more interesting pathological speci- 
mens. 

The size of the society has remained the same as 
last year,—there being no deaths and no new mem- 
bers added. 

The society plans to reélect officers for the coming 
year after the State Meeting in October and continue 
its program monthly throughout the year. 


J. C. ARMSTRONG, M.D., Secretary. 


CHITTENDEN COUNTY 


The Burlington and Chittenden County Clinical 
Society has enjoyed a very prosperous and instruc- 
tive year. Nine meetings were held during the year 
at which the average attendance was twenty-five. 
This is very good in view of the fact that we have 
about as many inactive members as active ones, the 
total membership being now seventy-three. 

The local dues were raised one dollar at the be- 
ginning of the year to provide more amply for speak- 
ers and refreshments. Perhaps the latter have not 
been in evidence, but they will be during the coming 
year. 

The speakers were excellent and we were fortu- 
nate to be able to hear such men as Dr. Gordon and 
Dr. VanNewman of Montreal, and Dr. Carothers of 
Cincinnati. 

The discussion of the papers was pertinent and 
served to emphasize the important points. 

This year we plan to have a symposium or two on 
subjects in which there have been radical changes in 
the past few years, and there will also be more 
organized discussion which will be entered into by 
more members than in the past. 


Sam SPARHAWK, M.D., Secretary. 


NORTHEASTERN COUNTY 


Four regular meetings were held in 1931, two in 
St. Johnsbury, one’ in Newport and Lyndonville. 
Rheumatic Fever and the Arthritides—L. M. Mont- 

gomery, M.D., Montreal, Que. 
Head Injuries—H. M. Elder, M.D., Montreal, Que. 
Asthma—H. E. MacDermott, M.D., Montreal, Que. 
Diabetes—F. H. Rabinovitch, M.D., Montreal, Que. 
Empyema—cC. H. Beecher, M.D., Burlington, Vt. 
— Ss of Gynecological Cases—O. N. East- 
, M.D., Burlington, Vt. 
Clinical. Pathologic Discussion—Drs. Kingsford, Mil- 
ler, Bowler and Gile, Hanover, N. H. 


Average Attendance—23. 
44 members in good standing. 
6 new members. 
One dropped. 
One died. 
The splendid coéperation of the members is respon- 
sible for the success of our meetings. 


H. H. Mivrrmore, M.D., Secretary. 
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WASHINGTON CoUNTY 


The first meeting was held in May at the Twin 
Pine Farm, as the guests of the Barre physicians. At 
this time a paper on “Renal Lithiasis” was read by 
Dr. J. H. Woodruff of Barre. General discussion from 
members present. A motion picture on “Infections 
of the Hand” was shown at this meeting. 

The second meeting was held at the Montpelier 
Country Club, as the guests of the Montpelier physi- 
cians. There was no business meeting at this time 
and the evening was taken up by Dr. M. F. McGuire 
of Montpelier who spoke on “The Life of Louis Pas- 
teur.” 

For the third meeting the members assembled at 
Randolph, where we were entertained by the Ran- 
dolph physicians. At the business meeting the new 
officers were elected. The secretary-treasurer’s report 
was read and accepted. 

Dr. W. W. Angell read a paper on “Intestinal Ob- 
struction” analyzing the cases seen and treated at 
the Randolph Sanatorium. 

The attendance at meetings this year has been 
slightly better than formerly. The old timers are 
always on hand and some few new members are 
becoming quite regular attendants. 

This year we have tried something out of the 
usual régime, that is in asking our local members to 
read papers at the different meetings. Being in a 
rural community we have no specialist, but each one 
of us, in his own peculiar way, can tell of something 
that is of interest. The author of the paper at least, 
derives considerable benefit. There will be an oppor- 
tunity for each one to do something. 

The Society as a whole mourns the passing of one 
of its “Old Guard” in Dr. L. A. Russlow of Ran- 
dolph. He was always sure to be present at the 
meetings, always had something to say and said just 
as he thought best. His counsel was always good and 
he did more than his share in keeping the Society in- 
teresting. 

Washington County this year had a total of 50 
paid-up members and 4 honorary members for a total 
of 54, one less than 1930. As a whole Washington 
County is alive, kicking and doing well. 

C. H. Goyette, M.D., Secretary. 


WINDHAM CouUNTY 


The year 1930-31 has been a usual one for this So- 
ciety. In the matter of meetings we have, I am 
afraid, been rather lax. This is probably the fault 
of the Secretary, who pleads his unfamiliarity with 
the office as excuse. Since the Annual Meeting of 
1930 there have been held two meetings, one at 
Brattleboro in April, the other at Wilmington in 
September. 

At the September meeting a committee was ap- 
pointed to study the need for, and extent of, diph- 
theria immunization in Windham County. 

Two new members have been elected during the 
year, Dr. O. V. Hefflon of Jamaica, and Dr. J. R. 
Malloy of Brattleboro. 

Plans are already being considered for future, and 
more frequent, meetings. 

A. D. SUTHERLAND, M.D., Secretary. 


REPORT OF DELEGATE TO THE A. M. A. 
PHILADELPHIA SESSION 


It would be a waste of time and space to try to 
detail here in any way the proceedings of the 1931 
House of Delegates of the American Medical As- 
sociation which was held at Philadelphia June 8-12 
and the report of which was published in full in the 
June 20 number of the Journal, to which you all have 
access, but there are certain outstanding features 
which are worthy of mention. 


Because of a growing tendency for a large num- 
ber of physicians to hold themselves out as special- 
ists who are not properly qualified as such, a com- 
mittee is to be appointed to revise such qualifications 
and recommend legislation to control the same and 
granting of special license to those who qualify. 

Another resolution of great and far-reaching im. 
portance was that opposing the policy of the Federal 
Government to render medical and hospital bene- 
fits to veterans with Non-Service Connected Disabil- 
ities and substituting a Disability Insurance with a 
weekly cash payment plan, thus enabling disabled 
veterans to procure aid at home or in other than 
government hospitals. It was further resolved that 
each State Society be asked to form a committee 
which should take this matter under advisement 
with the State and Local Legion Posts. 

The House of Delegates in Executive Session by 
a resolution declared its adherence to the principle 
that no legislative body should exact laws restrict- 
ing the legally qualified physicians from the proper 
use of any therapeutic agent in the treatment of 
disease. 

A bill is to be prepared and presented to Congress 
which will, if passed, remove from the Volstead Act 
such objectionable provisions as limiting the amount 
of alcoholic liquors that may be prescribed in any 
given case or the total amounts used, subject to rea- 
sonable restrictions. 

Pre-school clinics as now conducted in many lo- 
calities do not meet with the approval of the Board 
of Trustees of the A. M. A. but they recommend a 
thorough and individual examination of the pre- 
school child and the education of the public to at- 
tain this end. 

There were several other resolutions of interest 
such as that on the Cost of Medical Care and one 
promoting the distribution of Hygeia, all of which 
are published in the Journal. 

A word here in regard to the wonderful organiza- 
tion and personnel of the American Medical Asso- 
ciation and the precision of all its deliberations. It 
cannot but impress one attending the Sessions of 
the House of Delegates. From the President down 
to the smallest committee everything is in order, and 
much credit is due Dr. F. C. Warnshuis, Speaker of 
the House of Delegates, and above all to that most 
efficient and pleasing personality which we all have 
in Dr. Olin West, Secretary of the American Medi- 
cal Association. 

Signe 


d, 
A. M. Cram, Alternate. 


REPORT OF THE NECROLOGY COMMITTEE 


Following is the list of deaths of members of the 
Society during the past year: 
Dr. C. A. Pease, Burlington, May 23, 1931. 
Dr. John A. Drouin, St. Johnsbury, August 11, 1931. 
Dr. Ray B. Thomas, Enosburg Falls, August 5, 1931. 
Dr. L. A. Russlow, Randolph, September 21, 1931. 
L. A. RUSsSsLow, 
B. D. ADAMS, 
H. L. PIERCE. 


MEDICO-LEGAL REPORT 


To the Vermont State Medical Society: 

During the past year your committee has met on 
four different occasions for the discussion of cases 
in which malpractice was threatened, and for mak- 
ing better provisions for the protection of its mem- 
bers. 

Five different instances of threats of malpractice 
have been brought to our attention. In one instance 
the case reached the courts, but was later withdrawn 
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with great satisfaction to the committee, as well as During Fiscal Year 

to the physician involved. In another case which 

was tried last year resulting in a verdict for the de- Recd. from Addison Co. 11 dues, $5 

fendant, the Supreme Court rendered a decision eck $55.00 
bn has settled the question of the statute of limi- ‘$5 —— Bennington Co. 17 dues, 98.00 
ons. . 

On February 24, your committee held a confer- Recd. from Chittenden Co. 71 dues, 
ence with representatives of the Aetna Life In- R $5 each 355.00 
surance Company, and very satisfactorily arranged ecd. from Franklin Co, 25 dues, $5 
many details in connection with our mutual rela- each 125.00 
tions, and the cost of our liability insurance with Recd. from Lamoille Co. 9 dues, $5 
this company, as a result of the conference, was each 45.00 
reduced $5.50 per annum. The committee hopes this Recd. from Rutland Co. 52 dues, $5 
is only the beginning of better understanding and one 260.00 
better business relations between our insuring com- Recd. from Washington Co. 51 dues, 
pany and every member of the state society. Dur- $5 each 255.00 
ing the year a circular letter was sent to every mem- Recd. from Windham Co. 26 dues, $5 
ber of the Society, acquainting him with what was each 130.00 
being done and showing him the ways in which he a in Windsor Co. 23 dues, $5 435.60 
~_ secure help from the committee in case of Recd. from Northeastern Co. 36 dues, 

The orammitio at this time wishes to thank each $5 each 180.00 
member of the Society for his cordial support and Pron fm 
we wish to assure you that it is our hiaive to con- Balance on hand and receipts wm $3,406.16 
tinue to give assistance when needed to every mem- 
ber of the Society. GENERAL ACCOUNT 

Very sincerely yours, Disbursements 
Eowin A. Hyatt, Secretary. 1930 
Oct. 7 Paid Dr. Sam Sparhawk, print- 
ing. stenographer and cash paid out... 22.35 
ct. Paid McAuliffe Paper Co., print- 
REPORT OF THE PUBLICATION COMMITTEE ed cards, Dr. E. H. Buttles 2.50 

The Publication Committee begs to report that| Oct. 7 Paid Lois Taylor, services reg- 
the arrangement with the New England Journal of tration clerk 6.00 
Medicine during the past year has been continued| Oct. 7 Paid John C. Boldosser, services 
without change or modification. ‘The expense of janitor 10.00 
publication may be found in the Treasurer’s report.| Oct. 7 Paid Jessie B. Cilley, services 

Wo. G. Ricker, M.D. stenographic work 1.50 
C. F. DaLron M D ’ 1Oct. 9 Paid Jennie King, services ren- 
E. A. St asia M.D dered the Secretary 25.00 
Oct. 10 Paid O. C. Taylor & Co., to- 
bacco 19.00 
Oct. 10 Paid John L. Colebrook, dinners 
REPORT OF EXECUTIVE COMMITTEE for guests 8.00 

The annual printed program in the hands of each 110.89 
member constitutes the Annual Report of this Com- 

itt Oct. 18 Paid Hotel Vermont, hotel ex- 
muttes. expenses of speakers 27.95 

Wm. G. Ricker, M.D., | Oct. 18 Paid Wolverine Art Shop, 
S. W. Hammonp, M.D., badges 22.31 
E. L. Tracy, M.D. Oct. 18 Paid Passumpsic Savings Bank, 
Secretary’s safe deposit box 7.50 
Oct. 18 Paid the Cowles Press, annual 
TREASURER’S REPORT reports 49.00 
Oct. 18 Paid Dr. Frank R. Ober, ex- 
For the year ending September 9, 1931 penses 24.34 
GENERAL ACCOUNT Oct. 18 Paid Dr. George H. Bigelow, ex- 
penses 35.44 
Receipts Oct. 18 Paid The Cowles Press, programs 25.48 
1930 Oct. 21 Paid Dr. M. C. Myerson, ex- 
Sept. 12 Balance on hand $1,601.16 penses 23.94 
Oct. 7 Recd. from Mellin’s Food Co...... 15.00 | Oct. 21 Paid Dr. George E. Leland, Jr., 
Oct. 7 Recd. from Surgeons & Physi- expenses ) 25,30 
cians Supply Co. 15.00 | Oct. 21 Paid Dr. William A. Rogers, ex- 
Oct. 7 Recd. from Davies, Rose & Co., penses 20.00 
Ltd. 15.00 | Oct. 24 Paid Dr. John S. Hodgson, ex- 
Oct. 7 Recd. from Lederle Laborator- penses 32.26 
ies 15.00 | Oct. 28 Paid Carl H. Ramm, orchestra ..... 20.00 
Oct. 7 Recd. from William A. Malloy 15.00 | Oct. 30 Paid Mrs. W. T. Ress, tea at Kilfa 
Oct. 7 Recd. from The P. J. Noyes Co. 15.00 Club 20.06 
Oct. 10 Recd. from Burlington Drug Co. 15.00 | Nov. 8 Paid New England Medical Coun- 
Oct. 22 Recd. from General Electric cil, one sixth expenses of Council ...... 60.35 
X-ray Corp. 15.00 | Nov. 20 Paid Dr. John D. Lane, expenses 
Oct. 22 Recd. from Roy E. Cole 15.00 attending committee meeting - 16.54 
Nov. 7 Recd. from Vermont Peoples Dec. 5 Paid Dr. William G. Ricker, one 
National Bank, income Dr. H. D. Hol- half expenses attending meeting ain 
A. M. A. , 
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Dec. 5 Paid Dr. William G. Ricker, sal- 
ary and expenses, 1930 

Dec. 8 Paid Dr. Philip D. Wilson, ex- 
penses 

9 Paid The Free Press Association, 
printing letterheads and envelopes... 
1931 
Jan. 


Dec. 


8 Paid T. S. Peck Insurance Agen- 
cy, Treasurer’s Bond 
Jan. 14 Paid The Cowles Press, printing 
notices of dues 

14 Paid New England Journal of 
Medicine, printing Journal Oct., Nov., 
De 


Jan, 


Cc. 
7 Paid New England Journal of 
Medicine, printing notices 
7 Paid New England Journal of 
Medicine, one half cost of cuts for ar- 
ticle 
15 Paid New England Journal of 


Feb. 
Feb. 


Apr. 


$116.86 
22.39 
13.65 


12.50 
5.39 


107.74 
2.65 


8.85 


Medicine, Journals Jan., Feb., March 110.13 
Apr. 15 Paid New England Medical Coun- 
cil, one sixth expenses of Council... 70.23 
May 1 Paid Susan A. Nott, reporting 
1930 meeting and 103.80 
May 23 Paid Dr. Ernest L. Tracy, trav- 
eling expenses, trip to Rutland ........... 12.00 
May 23 Paid J. Ward Carver, Attorney, 
services for Legislative Committee... 170.00 
May 23 Paid Marcell Conway, Attorney, 
services for Legislative Committee ....... 150.00 
May 25 Paid Dr. Albert M. Cram, serv- 
ices and expenses, trip to Montpelier 16.15 
July 9 Paid New England Journal of 
Medicine, printing Journals Apr., May, 
June, less refund 64.21 
July 9 Paid New England Journal of 
Medicine, reprints 12.45 
July 9 Paid New England Journal of 
Medicine, one half cost printing 
tables 4.50 
July. 9 Paid American Medical Associa- 
tion, directory FOr 12.00 
Sept. Paid New England Journal of 
Medicine, subscription Journal, Mrs. 
A. L. Miner 1.00 
Sept. 5 Paid David Marvin, postage and 
telephones 6.50 
Total disbursements $ 1,689.44 
Balance on hand 1,176.72 
Total disbursements and funds on 
hand $3,406.16 
Mepico-LEGAL ACCOUNT 
Receipts 
1930 
Sept. 12 Balance on hand $13,312.40 
1931 
Jan. 1 Recd. interest on savings acct....... 239.21 
July 1 Reed. interest on savings acct...... 257.32 
During Fiscal Year 
Recd. from Addison Co. dues $5 each 55.00 
Recd. from Bennington Co. dues $5 
each 85.00 
Recd. from Chittenden Co. dues $5 
each 320.00 
Recd. from Franklin Co. dues $5 each 125.00 
Recd. from Lamoille Co. dues $5 each 45.00 
Recd. from Rutland Co. dues $5 each 255.00 
Recd. from Washington Co. dues $5 
each 250.00 


Recd. from Windham Co. dues $5 each $130.00 


Recd. from Windsor Co. dues $5 each 115.00 
Recd. from Northeastern Co. dues $5 
each 180.00 
Balance on hand and receipts $15,368.93 
Nine members exempt from dues 
Disbursements 
1930 
Oct. 7 Paid E. A. Hyatt, services and 
EXPENSES ........ 23.61 
Total disbursements $ 23.61 
Balance on hand $15,345.32 
Balance on hand and disbursements... $15,368.93 
ASSETS 


$ 1,716.72 
15,345.32 


$17,062.04 


General Account 
Medico-Legal Fund 


Total Assets 


Respectfully submitted, 
Davip MARVIN, Treasurer. 


REPORT OF THE AUDITOR 

I have today audited the accounts of the Vermont 

State Medical Society, Dr. David Marvin, treasurer, 

for the year ending September 9, 1931. I find the 

accounts correct, showing total assets of $17,062.04, 

with proper vouchers for all expenditures. 
Very truly yours, 

E. H. Buttress, Auditor. 

September 12, 1931. 


OBITUARIES 


Dr. Truman R. Stiles, St. "St. Johnebury's oldest 
cian and one of the oldest in New England, died 
Saturday, October 3, 1931, at the age of 84 years. 
Dr. Stiles was born in Stowe, July 21, 1847, a son 
of James W. and Hannah A. (Howe) Stiles, his father 
having been a shoemaker. Dr. Stiles acquired his 
early education in the local schools, later attending 
the University of Vermont, from the medical school 
of which he was graduated in 1869 with the degree 
of doctor of medicine. 
He then established himself in practice at Hard- 
wick, later removing to Sheffield and again to Bar- 
net, in which last-named place he remained from 1880 
to 1887, when he came to St. Johnsbury, where he 
remained until his death. 
He was a member of the American Medical Asso- 
ciation, of the Vermont State Medical Society, and 
the Northeastern County Medical Society. 
Dr. Stiles served as United States pension examiner 
for twenty-three years and was a member of the 
Vermont State Board of Health for six years. 


Dr. Louis A. Russlow died at Randolph, Vt., Sep- 
tember 21, 1931. 
He was born in Danville, Vt., May 27, 1866, his 
parents being William and Marcia Carbee Russlow. 
He was educated in the common schools and at 
St. Johnsbury Academy, and received his medical 
education at the U. V. M. and the Baltimore Medical 


College, graduating from the latter in 1894. 
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Early in 1894 he located at East Randolph, and 
in November, 1896, he came to Randolph, where he 
' was actively engaged until his death. 

In December, 1896, he married Grace G. Grow, of 
Randolph, who survives him. To them were born 
one son, Paul E. Russlow, a furniture salesman re- 
siding in Boston, and one daughter, Marcia Grow 
Russlow Bacot, of Evanston, Ill., to whom a daugh- 
ter was born at the Randolph Sanatorium Septem- 
ber 20, 1931. 

His twin brother, Alexis J. Russlow, died about 
twenty years ago, and he had one sister, Mrs. Frank 
Russell, residing in Alameda, Cal. 

He was a member of Phoenix Lodge, No. 28, A. F. 
and A. N.,¥nd of Beulah Chapter, No. 15, O. E. S. 

He was a member of the Washington County Medi- 
cal Society, the Vermont State Medical Society, and 
of the American Medical Association. 


MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
AveoustT, 1931 


Communicable diseases reported during the month 
are as follows: Chicken pox 21, diphtheria 8, measles 
18, mumps 29, poliomyelitis 31, scarlet fever 19, un- 
dulant fever 2, tuberculosis 19, whooping cough 69. 

The Laboratory of Hygiene made a total of 2,063 
examinations, classified in the following manner: 


Examinations 
For diphtheria bacilli 426 
For Widal reaction of typhoid fever... 34 


For malarial parasites 1 


For tubercle bacilli 205 
For evidence of syphilis 329 
For gonococci in pus 162 


Of blood for contagious abortion in cattle........ 102 
Of water, chemical and bacteriological............. 225 
Of water, bacteriological 220 
Of milk, market 116 
Of milk, submitted for microscopical only... 152 


Of milk, chemical only 1 
Of foods 5 
Of drugs 0 
For the courts, autopsi 4 


For the courts, miscell 
Of animal heads for evidence of rabies............ 1 
Miscellaneous 56 
Autopsies to complete death returns 0 


Fifty-four new cases of gonorrhea were reported 
to the Division of Communicable Diseases and thirty- 
one new cases of syphilis. Three hundred and sixty- 
nine Wassermann outfits and three hundred and fifty 
gonorrheal slides were distributed this month. 

The Division. of After-care for Poliomyelitis held 


its usual summer clinics at nine different pvints in 
the state. These clinics are conducted by Dr. Frank 
R. Ober of Boston and his assistants, and our Ver- 
mont staff of Poliomyelitis After-care Workers. This 
year there was an attendance of 494 patients. 

The State Advisory Nurse conducted preschool 
health conferences in eight towns this month, spon- 
sored by Parent-Teacher Associations, Mothers’ Clubs 
and Home Demonstration groups. 


SEPTEMBER, 1931 


Communicable diseases reported during the month 
of September are as follows: Chicken pox 10, diph- 
theria 7, measles 24, mumps 22, poliomyelitis 27, 
scarlet fever 13, smallpox 4, undulant fever 2, tuber- 
culosis 22 and whooping cough 69. 


The total number of examinations made during — 
the month by the Laboratory of Hygiene was 1,725, 
classified in the following manner: 


Examinations 
For diphtheria bacilli 302 
For Widal reaction of typhoid fever. 41 
For tubercle bacilli 176 
For evidence of syphilis 401 
For gonococci in pus 161 
Of water, chemical and bacteriological 87 
Of water, bacteriological 182 
Of milk, market 218 
Of milk, submitted for chemical only. 1 
Of milk, submitted for microscopical only........ 50 
Of foods 6 
Of drugs 0 
For the courts, autopsies 3 
For the courts, miscellaneous 23 


Of animal heads for evidence of rabies... 3 
Miscellaneous 70 
Autopsies to complete return ef death certificate 1 
Seventy-five new cases of gonorrhea and thirty-six 
new cases of syphilis were reported to the Division 
of Communicable Diseases. Three hundred and sixty: 
five Wassermann outfits and 175 slides for gonorrhea 
were distributed. 

The nurses of the Poliomyelitis After-care Division 
visitcd 134 patients in their homes and six patients - 
in the office. One patient was admitted to the Fen- 
way Hospital in Boston, one to the Children’s Hos- 
pital and one was discharged from this hospital. 
Sixty-two new pieces of apparatus were fitted, 27 
orthopedic corrections made to shoes and 13 pieces 
of apparatus mended or altered. The report of the 
vocational worker of this division shows sales 
amounting to $849.24 for the month. 

The Maternity and Infancy Division Nurse assist- 
ed in several toxin-antitoxin and preschool clinics 
held in various towns. 
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922 CABOT CASE RECORDS N. E. J. of M. 
November 56, 1931 
CASE RECORDS Third admission, December 4, two months 
of the his last discharge. 
xamination was essentially as before. 
MASSACHUSETTS GENERAL An abdominal tap was done and 7,800 cubic 
HOSPITAL centimeters of fluid was removed. December 10 


ANTE-MORTEM AND POST-MORTEM RECORDS AS USED 
* IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep sy RicHarp C. Casot, M.D. 
~ F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 17451 


EDEMA OF THE ANKLES AND 
ABDOMINAL PAIN 


MeEpDICAL DEPARTMENT 


* First admission. An Italian barber fifty-one 
years old entered September 18 for treatment 
He gave a past history of 
rheumatism twelve years previously with in- 
volvement of all the joints. The heart was en- 
larged to the upper limits of normal and showed 
a rough systolic murmur and a slightly increased 
aortic second sound. The blood pressure was 
160/80. A Wassermann was negative. 

The fistula was excised. He made a good con- 
valescence and was discharged six days after 
the operation. 

History of interval. Four years after his dis- 
charge he noticed swelling of the ankles at night 
disappearing by morning and had some upper 
abdominal and precordial pain, not severe, and 
some dyspnea on exertion. He was given digi- 
talis at the Outpatient Department with some 
relief, but the edema persisted. After two 
months he noticed gradually increasing yellow- 
ness of the skin and after four months swell- 
ing of the abdomen. He had always taken two 
glasses of wine with meals and two glasses of 
whiskey every morning. 

Second admission. August 15, four months 
after the onset of the edema of the ankles and 
a week after the onset of the swelling of the ab- 
domen, he reéntered. Examination showed a 
well-nourished man with ascites and marked 
edema of the legs to the knees. The skin and 
sclerae were slightly icteric. The apex impulse 
of the heart and the left border of dullness were 
out but also up due to ascites. There was a 
rather harsh systolic murmur all over the pre- 
cordium, loudest at the apex. The blood pres- 
sure was 160/90. The abdomen was distended, 
tense, with fluid wave and shifting dullness. A 
Hinton test was negative. 

The patient lost 20 pounds with rest in bed 
and had good diuresis from salyrgan but had a 
chill after the last dose. September 26 he was 
discharged with orders for rest and digitalis. 

History of interval. For the next eight weeks 
he remained in bed much of the time. Three ab- 
dominal taps were done by his physician with 
removal of about 2 gallons of fluid each time. 
He had progressive swelling of the legs and ab- 
domen, constipation and some anorexia. 


he was discharged relieved, to return to the 
Emergency Ward whenever he needed tapping. 

History of interval. About December 20 a 
tap was done in the Emergency Ward and a rel- 
atively small amount of fluid withdrawn. Al- 
though there had been no change in symptoms 
he was advised to reénter at the request of some 
of the staff physicians for special studies, in- 
cluding blood fats, blood bilirubin and the use 
of salyrgan. 

Fourth admission. December 27, seventeen 
days after his last discharge, he reéntered. Ex- 
amination was essentially as before except that 
the abdomen was not tense but flabby. A Hin- 
ton test was negative. 

Salyrgan was apparently without effect on the 
urinary output. January 7 he was discharged. 

History of wmterval. During the next nine 
months he was up and about at home feeling 
fairly well and coming to the Emergency Ward 
once a week for tapping. Four days before his 
fifth admission he lost his appetite and began 
to vomit five or six times a day, had diarrhea 
with small watery yellow stools and dull pain 
low in the flanks, aggravated by vomiting. On 
the third day, August 31, he came to the Emer- 
gency Ward for a tap and was given deodor- 
ized tincture of opium for his diarrhea. That 
night he felt weak and restless and lost all ap- 
petite. 

Fifth admission, September 1, nine months 
after his last discharge. 

Examination showed a thin sallow man weep- 
ing and not answering questions. There was a 
rough systolic murmur all over the precordia. 
The peripheral vessels were moderately hard. 
The blood pressure was 122/70. There was flat- 
ness in the abdominal flanks with fluid wave. 
The liver dullness extended from the fourth rib 
to the right costal margin. There was no edema 
of the ankles. 

The urine showed 0-5 leucocytes. Blood ex- 
amination showed 3,500,000 red cells, hemoglo- 
bin 55 per cent, differential count normal. Liver 
function tests showed 70-60 per cent retention. 
A van den Bergh was 2 milligrams with biphasic 
reaction. The non-protein nitrogen was 53. 

After one clysis the whole picture changed 
and the patient felt well again. He was given 
bismuth sodium tartrate without diuresis and 
salyrgan with some response. On September 20 
he was discharged improved. 

History of interval. During. the next six 
months the patient had increasing weakness and 
steady loss of weight. He remained in bed most 
of the time but continued to come to the Emer- 
gency Ward every week for a tap, 8-10 quarts 
being drawn off each time. He gradually de- 
veloped edema of the legs which disappeared at 
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the end of a month but reappeared three months 
later. His bowels became increasingly consti- 
pated. He had attacks of coughing with small 
amounts of very dark sputum. He gradually 
lost all appetite and felt too weak even to come 
in for tapping. 

_ Sixth admission, March 10, six months after 
his last discharge. 

On examination he was emaciated, having lost 
40 pounds in the past year. His skin was sallow 
and his sclerae subicteric. There was dry pig- 
mented scarring of old varices over the shins. 
At the bases were a few atelectatic rales. The 
heart was not enlarged. The sounds were of 
fair quality, with a loud apical systolic murmur 
heard all over the precordium. The radials 
were palpable. The blood pressure was 100/60. 
The skin over the abdomen was very lax. There 
was a reducible umbilical hernia. There were 
no masses, tenderness or fluid wave. 
been done the day before admission.) The liver 
dullness extended from the fifth rib to a point 
well above the costal margin. There was pitting 
edema of the legs, ankles and sacrum. 

The urine was not reported. Blood examina- 
tion showed 3,700,000 red cells, 7,800 white 
cells, 55 per cent hemoglobin, 54 per cent poly- 
nuclears. The smear showed secondary anemia. 
A van den Bergh, direct, showed approximately 
1.60 milligrams per 100 cubic centimeters. The 
icteric index was 20. The liver function showed 
45 per cent retention. 

After an intravenous injection of 750 cubic 
centimeters of 10 per cent glucose in saline the 
patient showed slight improvement. March 16 
he again had much vomiting and abdominal dis- 
comfort. A tap was done and 8 quarts of fluid 
withdrawn; March 19 another tap was per- 
formed with removal of 9 quarts. The patient 
went downhill after March 18. On March 31 he 
died. 

CuricaL Discussion 


BY RICHARD C. CABOT, M.D., AND 
GEORGE W. HOLMES, M.D. 


NOTES ON THE HISTORY 


Dr. Cazot: That past history of rheumatism 
with involvement of all the joints sounds much 
like true articular rheumatism. 

That was not a very clear-cut cardiac ex- 
amination. It is very hard to say what that 
means beyond systolic hypertension. 

Yellowness of the skin and swelling of the 
abdomen made them think of cirrhosis of the 
liver with ascites, since they go on to the sub- 
ject of wine from that point. 

The apex impulse of the heart and the left 
border of dullness were out, where they should 
be, but also up, presumably because the dia- 
phragm was pushed up from ascites. 

Dr. Holmes has some x-rays taken at this 
time, during the second admission. 

Dr. Houmes: The notes made in the hospital 


(A tap had- 


at that time were: ‘‘The shadow of the left 
ventricle is a little prominent, but the meas- 
urements are within normal limits. The aorta 
is tortuous and prominent in the region of the 
knob. There is no evidence of dilatation. The 
lungs are clear. There is no evidence of medi- 
astinal masses.’’ I read the notes because it is 
impossible to get all the information from look- 
ing at the films. Our measurements of the 
heart are of course more or less inaccurate. We 
think they are perhaps more accurate than per- 
cussion measurements, but still the heart may be 
enlarged and there be no evidence of it by x-ray. 
A high position of the diaphragm always tends 
to make the heart ride up and to increase its 
transverse diameter. The transverse diameter 
here is 13.9 centimeters and the internal di- 
ameter of the chest is 29, so that we have a 
heart diameter which is less than half the di- 
ameter of the chest, and that is considered nor- 
mal. From the x-ray examination we have no 
definite evidence of disease at all. 


Dr. Cazot: I think we ought to try to imagine 
what they said on their clinical record at this 
point. Obviously he has been treated for some 
sort of heart disease. The chief facts that we 
have are a rheumatic history, a systolic murmur, 
loudest at the apex but heard everywhere, a 
rather high systolic blood pressure, and that is 
all. That is not very satisfactory; there are a 
good many other things we should like to know. 
Such a murmur as that might be due to aortic 
stenosis. If it is due to aortic stenosis, what 
else would there be besides a murmur that could 
make the diagnosis clearer? 


A Stupent: A thrill. 


Dr. Casot: Yes. The diagnosis would also 
be shown in many eases in a pulse the opposite 
of Corrigan and also in diminution or absence 
of the aortic second sound. We are not told 
about any of those signs. We can only say that 
there is a possibility of aortic stenosis, but it 
probably has not gone very far or the heart 
would have been more enlarged. 

How about mitral disease? He has a rheu- 
matic history. Rheumatic heart disease most 
often affects the mitral valve. Could this be mi- 
tral disease? Yes, it could be. But we have no 
good evidence of it. In 95 per cent of the cases 
rheumatic mitral disease causes stenosis. Regur- 
gitation alone does occur, but it is a rare thing. 
I hate to make the diagnosis because it is almost 
never substantiated at necropsy. This might be 
mitral regurgitation due to rheumatism, but I 
should not like to make the diagnosis. I never 
saw it made right. He is much more likely to 
have a stenosis if he has any rheumatism on his 
valve at all, and we have no evidence of stenosis. 
The question has to be left open. 

What are the other possibilities? Simple en- 
largement of the heart connected with his slight 
systolic hypertension, which is perfectly capable 
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of giving a murmur such as that, incapable of 
giving a late diastolic or a presystolic or a mid- 
diastolic, but perfectly capable of givin, a 
systolic. What sort of heart trouble may he 
have had, or for what sort was he treated? On 
the basis of the facts given us I do not think we 
can say. Very likely they had more facts than 
we know. I should like to hear what the diag- 
nosis was at this point. 

Miss Painter: Cirrhosis of the liver. 

Dr. Casot: I was thinking of his heart. They 
apparently did not say anything about the heart. 

Miss Patnter: The house officer thought 
there was a question of rheumatic heart disease. 

Dr. Cazot: I had not got to the liver. When 
they turned from speaking of ascites to the his- 
tory of wine they were evidently thinking of 
cirrhosis of the liver. He did have ascites, 
which, however, might be cardiac ascites. He did 
have jaundice, and that is not at all likely to 
be due to cardiae disease. I think I should 
agree with them that cirrhosis of the liver was 
a good guess. But without further tests of the 
liver function we have not really convincing evi- 
denee. 

During the interval between the second and 
third admissions three abdominal taps gave 
two gallons of fluid each time. That is much 
the most important evidence so far. The ascites 
of heart disease collects more slowly than the 
ascites of liver disease. The fact that he was 
tapped three times in a brief period and such 
amounts were taken out points pretty strongly 
to this being cirrhosis of the liver. 

At his fourth stay in the hospital they gave 
him a diuretie which often does help in cirrhosis 
of the liver, but did not help him at all, so they 
sent him out again. 

He came to the Emergency Ward for tapping 
onee a week for nine months, notice. That is 
pretty often. 

The blood pressure of 122/70 shows that he 
has lost his hypertension if there was any. 

Seventy to sixty per cent retention is much 
more definite evidence of liver disease than any- 
thing else we have had. 

The non-protein nitrogen of 53 is one of the 
high border readings. It is difficult to tell what 
it means. 

The fact that the liver dullness extended from 
the fifth rib to ‘‘well above the costal margin’”’ 
is very important if true. What else is there 
besides diminution in the size of the liver that 
may cause reduction of the liver dullness? There 
are three things. 

A Strupent: Ascites. 


Dr. Casot: No, I do not see how that would 
do it. 

A Strupent: Emphysema. 

Dr. Capot: Yes. 

STUDENTS: Pneumothorax. Gas in the colon. 


Dr. Casot: Gas in the colon pushing up air 
is much the commonest of the three causes of 


diminution of the liver dullness. There is also 
a possibility of free gas due to general peri- 
tonitis from perforation of a viscus, the stomach 
or duodenum, whereby gas gets there and pushes 
the liver. I do not think there is any reason to 
suspect any of those things, but we ought to 
mention them. We cannot be sure there is 
no gas in the colon. 

The liver retention is not so much as it was 
before, in the last admission. I do not know why 
not. 

DIFFERENTIAL DIAGNOSIS 


Everything certainly points in the same di- 
rection. We certainly have a disease producing 
jaundice and rapid accumulation of fluid in the 
abdomen. Cirrhosis of the liver is not the only 
disease which can do that, of course. Malignant 
disease so situated as to press on the retroperi- 


-toneal veins will do the same thing. We have nq 


evidence of that; we have evidence pointing the 
other way. Rapidly recurrent ascites is not 
enough in itself. Diminution in the liver funce- 
tion, ascites, an alcoholic history and jaundice; 
I think we should say cirrhosis of the liver. 
Cirrhosis of the liver is a general term. We 
do not pretend to say whether it is alcohol in 
the drink or something else in the drink that 
gives people cirrhosis. But I do not see any 
evidence that he has not the kind that we or- 
dinarily eall aleoholic cirrhosis. 

What about his heart? We have no new evi- 
dence. He may have had some hypertension 
which went down. He may have had some 
rheumatic trouble in the mitral valve. He may 
perfectly well have had nothing at all. His sec- 
ondary anemia would go with cirrhosis. I think 
my guess would be that he had nothing at all in 
the way of cardiac disease. But he may have 
had the things I have previously discussed. 

If he had cirrhosis of the liver it is very likely 
that he had the things that go with it. <A big 
spleen was not felt, but it may have been there. 

A Stupent: Did he have esophageal varices? 

Dr. Casot: They did not break or bleed, but 
they may have been there. Caput Medusae is 
not present, but it is only in books that we get 
that. But still he may have had varices in the 
liver and inside the abdomen, not outside. 

A StupEent: How do you explain the edema 
of the ankles? 

Dr. Casot: If there is obstruction of the ab- 
dominal circulation the patient gets edema of the 
ankles, because the veins of the legs lead through 
the abdomen. 

A Stupent: How do you explain the anemia? 

Dr. Casot: By cirrhosis of the liver, which 
almost always causes it. Cirrhosis of the liver 
is one of the standard causes of secondary 
anemia. How? I cannot answer that. The body 
is poisoned. Some people call it cholemia. 

A StupentT: Why did he cough up very dark 
sputum? . 

Dr. Casot: I do not know what to say. 
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A STUDENT: Might there have been a varicose 
vein breaking there? 

Dr. Casot: That is a long way from home. 
If it is cirrhosis of the liver that he has, we have 
do leave the dark sputum unexplained. I do 
not know any reason to suppose he has broncho- 
pneumonia. He may have had it, but we have 
no evidence of it. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Cirrhosis of the liver. 
DR. “RICHARD C. CABOT’S DIAGNOSES 


Cirrhogis of the liver, alcoholic. 
BroneHopneumonia ? 


ANATOMIC DIAGNOSES 


Cirrhosis of the liver, probably alcoholic. 
Septicemia, bacillus mucosus capsulatus. 


Discussion 


Dr. Mauuory: We found a cirrhotic liver, 
atrophie in type, weighing 950 grams. The sur- 
face showed the typical hobnail appearance, that 
is, the nodules ran from 3 millimeters up to 
nearly a centimeter in diameter, were on the 
whole fairly uniform in size, and relatively small. 
That is a gross appearance which is perfectly 
consistent with, in fact fairly characteristic of 
the so-called alcoholic type of cirrhosis. Mi- 
croscopically we could not get any definite con- 
firmatory evidence that this was the cause of the 
trouble. In patients who continue to drink up 
to the time of death we find specific hyalin de- 
generation in the liver cells that is characteris- 
tic, so that looking at a section of the liver one 
ean say with assurance, ‘‘This case must be of 
the aleoholic type.’ Sometimes we have to do 
a little research ourselves to establish the al- 
eoholie history. I remember one ease in which 
nothing in the clinical history suggested alco- 
holism. The patient was an old-fashioned New 
England school ma’am. The pathologist said 
she had alcoholic cirrhosis. One of the doctors 
became interested and looked up the case. He 
finally found out from the head nurse in the 
small hospital from which the patient was re- 
ferred that on the patient’s entry to the hospital 
she had a bottle of brandy in her suitcase. On 
the other hand we may not find that type of de- 
generation unless the patient has continued 
drinking up to within six months of death. It 
is very probable that this patient was told to 
stop drinkin and may not have drunk any 
considerable amount of liquor for two years. 

The heart was absolutely normal except for 
being a little atrophic. It weighed only 250 
grams. There were no lesions of the valves. The 
aorta was fairly smooth for a man of fifty. The 
spleen was a little enlarged. There were dilated 
veins in the esophagus classified as varices. 
There was no evidence that they had ever 
ruptured. | 


He did have a terminal bronchopneumonia. In 
fact it was a pretty extensive process. The or- 
ganism was the bacillus mucosus capsulatus, 
Friedlinder’s bacillus, instead of the much 
more common pneumococecus which one ordinari- 
ly finds in these terminal pneumonias. 

Dr. Casot: The only thing I would ask you 
to bear in mind is the heart. The next time 
you have a systolic murmur and a slightly in- 
creased second sound remember that it may 
mean what it did here, a normal heart. 

A question was asked about that systolic pres- 
sure of 160. Under what conditions is it found? 
It may be emotionally aroused. Under exercise 
and emotion it goes up to 160 quite often. 
What we do not know is whether this is a single 
record or whether there was persistent hyper- 
tension. I think we should be careful, if there 
are grounds to suspect it, to be sure that it was 
not a single record but persistent. 


CASE 17452 


A CASE ILLUSTRATING THE CLINICAL 
COURSE OF FATAL LUNG ABSCESS 


SuRGICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. T. Hyatrr*: First admission. An 
Italian schoolboy thirteen years old first entered 
the hospital in February, five years before his 
final admission, complaining of kidney trouble 
of five months’ duration... He began to have 
difficulty in retaining his urine five months be- 
fore entry. He had to get up twice at night and 
often wet the bed besides. He was also having 
short stabbing pain in both flanks, legs and feet. 

His physical examination at this time showed 
enlarged tonsils, cervical sadenopathy and a 
slightly enlarged heart with a systolic murmur. 
The urine showed a slight trace of albumin, oc- 
easional red blood cells, 4 or 5 white cells; no 
casts. The renal function was 15 per cent. The 
blood was normal. 

The diagnosis was chronic tonsillitis, subacute 
nephritis, rheumatic heart disease with mitral 
insufficiency. Tonsillectomy was advised and 
he was given an appointment. 

History of interval. In March, the following 
month, tonsillectomy was done at the Eye and 
Ear Infirmary. Five days later he developed 
high fever with pain in the right upper chest, 
cough and seanty sputum. The fever lasted for 
a week. Following it he felt very weak and ran 
an evening fever. The first of June he began to 
raise about 4 ounces of foul blood-streaked spu- 
tum daily. 

Second admission. He reéntered the hospital 
on June 16. Examination showed dullness and 
bronchial breathing over the right upper chest. 
X-ray examination confirmed the diagnosis of 
lung abscess of the right upper lobe. Medical 


*Recently senior interne on the West Surgical service. 
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treatment was tried for three months, at the 
end of which time he was raising five ounces of 
foul sputum daily. X-ray showed an extension 
of the process in the upper lobe. The urine 
was negative at this entry. The renal function 
was 45 per cent. 

Third admission. Five weeks after his last 
discharge he entered on the surgical service for 
operation. Thoracotomy with drainage of ab- 
scess was done. The patient left the hospital 
in three weeks with the tube still in. 

Fourth admission. A week later he reéntered 
because he could not be properly cared for at 
home. He was kept for six weeks and then 
discharged somewhat improved though the 
wound was still draining. 

History of interval. For a year after this 
discharge he was in a home for cripples. From 
that time until his final admission he stayed at 
home. The wound continued to drain profusely, 
requiring dressings twice a day. For a year 
before his reéntry hemorrhoids troubled him 
considerably and for three days before reéntry 
he was unable to rest because of them. 

Fifth admission. In January, five years after 
his first admission, he reéntered the hospital 
because of the hemorrhoids and because a cold 
had greatly aggravated his lung abscess. 

Physical examination. He was a pale under- 
nourished boy of eighteen. There was a hole one 
inch in diameter in the chest wall four inches 
below the right clavicle, leading into a cavity the 
size of an orange. There was a bronchial fistula. 
There was a ring of large hemorrhoids. 

Laboratory data. The white blood cell count 
was 7,400, the red cell count 5,000,000, the hemo- 
globin 70 per cent. The urine was negative. 

Course in the hospital. His hemorrhoids were 
treated by injections of quinine urethrane. Lip- 
iodol injection showed a normal bronchial tree 
on the left and the entire right lung riddled with 
abscesses. An attempt was made to get the pa- 
tient into the best possible condition. Three 
weeks after admission a first stage operation for 
lobectomy was done under local anesthesia and 
gas-oxygen. His condition was poor during the 
operation. On arrival in the ward he was put 
in an oxygen tent. The night of operation trans- 
fusion was done. He did not respond, however, 
and eighteen hours after operation died. 


CLINICAL DiscussION 


Dr. Epwarp D. CHurcHILL: We have the 
x-ray record of this boy since his first admission. 
It shows very beautifully the clinical course of 
a lung abscess terminating in disaster. 

The first film was taken in August following 
a tonsillectomy in our own Throat Department, 
five years before the final admission. It shows 
a post-tonsillectomy abscess. He was broncho- 
scoped at this time. His lesion was not exten- 
sive. It is a rather small post-tonsillectomy ab- 
scess. The second x-ray was taken in Novem- 


ber, three months later, after rest and postural 
drainage. It shows a gradual spread of the 
process. In December, shortly after the first 
operation for lung abscess, the next film was 
taken. 

In this fourth film we see his condition two 
years later with the drainage tube still in place 
in the cavity of the lung abscess. There is in- 
creasing cloudiness at the right base. Then 
we see the condition a year later, in January, 
with beginning cloudiness at the apex. The 
drainage tube is still in the sinus with the 
bronchial fistula. In December of the same 
year the right chest showed considerably more 
involvement, with beginning displacement of the 
trachea and increasing displacement of the heart 
to that side, although rotation of the film makes 
us uncertain. This film shows a large circum- 
scribed cavity with a wide open sinus to the 
outside communicating with a wide open bron- 
oa fistula. The other lung is apparently nor- 
mal. 

The film of January 21, a week before his final 
admission, shows increasing destruction of the 
right lung field with two enormous cavities. 


This film of February 9 shows the hole through 
the chest wall and multiple cavities in the base. 
He was raising several ounces of foul sputum 
a day from the bronchial tree and draining two 
ounces of foul pus in twenty-four hours from 
the sinus. There is extensive destruction of 
the right lung. At this time a catheter was in- 
serted into the sinus wound and lipiodol trickled 
very slowly into the cavity. It ran into the 
lower lobe, giving the picture of diffuse and ex- 
tensive bronchiectasis. This is a lateral view 
following the same injection. Then Dr. Camp- 
bell Smyth took him to the Eye and Ear Infirm- 
ary and with direct injection through the larynx 
put lipiodol into the opposite base and found no 
evidence of disease there. 

The operative attack of this patient was prob- 
ably ill-advised, but in view of the hopeless 
condition any attempt at relief was thought 
justifiable. A two stage procedure was con- 
templated, first making a window in the chest 
wall, and following that by a cautery destruc- 
tion of the diseased lung. The first operation’ 
was merely the separation of the periosteum 
and intercostal muscles from the ribs, with the 
resection of the intercostal nerves and arteries. 
The ribs were left in place as a framework de- 
void of periosteum in the expectation that they 
would give support to the chest wall during 
cough. This is a method I have used with excel- 
lent results in two stage operations on suppura- 
tive lesions of the lung. I think a mistake was - 
made in giving the patient gas-oxygen. The 
boy refused to have anything done unless he was 
put to sleep. I think we were wrong in yielding 
this point. He simply drowned in his own se- 
eretions following the operation. Any operation 
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on the chest in patients in this extreme con- 
dition is an extremely hazardous procedure. 

Dr. D. CampBELL SMytH: May I see the films 
once more? There was a bronchoscopy done in 
1926. Have you the record of that? 

Dr. CHuRCHILL: ‘‘Pus was found in the right 
primary bronchus. The orifice of the right 
upper lobe bronchus showed congestion and 
thickening of the mucous membrane. Pus was 
issuing from the lumen. The lower part of the 
right stem bronchus showed a little mucopus but 
there was no pus seen coming from the sec- 
ondary bronchi of the middle and lower lobes.’’ 

Dr. SmytH: This boy was sent over to the 
Bronchoseopie Clinie simply to rule out any 
lesion of the left lung before operating on his 
right. He was not bronchoseoped but lipiodol 
was introduced by the supraglottic method with 
the patient behind the fluoroseopie screen. The 
oil was watched as it trickled downward into 
the left base, which was shown to be normal, 
there being no dilatation of the bronchi and no 
bronchiectasis so far as we could make out. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Lung abscesses. 
Hemorrhoids. 
Pneumonia? 


ANATOMIC DIAGNOSIS 


Multiple lung abscesses. 
Bronchiectasis. 


PATHOLOGIC DISCUSSION - 


Dr. Tracy B. Mauutory: Our examination 
was limited to reopening the surgical incision 


and removal of the affected lung, a procedure 
accomplished only with difficulty because of 
very extensive and dense fibrous adhesions. In 
the upper lobe we found a large cavity 3.5 by 3 
by 4 centimeters and an adjacent smaller one 
2 by 1 by 2.5 centimeters. The remaining por- 
tion of this lobe and the entire lower lobe 
presented a striking picture of dilated bronchi 
and bronchioles,—the most marked degree of 
bronchiectasis we have seen this year. The in- 
tervening lung tissue was small in amount, 
eontained very little air and showed evidence 
of marked fibrosis. We have very good evidence 
here of the slow, progressive development of 
bronchiectasis. I should think there was no 
question but that it was secondary to the original 
abscess. 


Dr. Cuvurcuitt: Is the endarteritis in this 
lung as marked as you would find it in tuber- 
culosis ? 

Dr. Maruory: Yes, I think so. Of course 
here it does not show the specifie characteristics 
of tuberculosis. In a tuberculous lung we ean 
often demonstrate that the intimal process is 
really a tuberculous one. 

Dr. Grorce W. Houmes: Is dilatation of the 
bronehi into bronchiectatie cavities a common 
sequel to abscess? 

Dr. Cuurcutu: I think it is in a long-stand- 
ing one. I do not remember as striking a picture 
as this. 

Dr. HoumEs: That is the only way we can 
account for the bronchiectasis. 

Dr. CuurcHILL: Yes, the continual feeding 
of pus into that lower lobe. 
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SIR THOMAS LEWIS IN BOSTON 


SEVENTEEN years ago Thomas Lewis visited 
‘Boston for the first time. A young man, he was 
already internationally famous for his out- 
standing investigations and writings in cardio- 
vascular physiology and for the application of 
his findings to clinical medicine. In 1909, before 
he was thirty years old, he had made the im- 
, portant discovery that absolute eardiae arrhyth- 
mia in man was due to auricular fibrillation, 
and two years later he published his notable 
monograph on the Mechanism of the Heart Beat, 
a milestone in the progress of our knowledge of 
the circulation. Other shorter volumes of his 
on clinical electrocardiography, clinical dis- 
orders of the heart beat, and the effort syndrome 
have been invaluable aids to thousands of phy- 
sicians the world over in their study of cardio- 
vascular disorders. In more recent years his at- 
tention has been directed to the peripherai cir- 
culation and its reactions, and another mono- 
graph of note from his pen appeared in 1927, 
entitled The Blood Vessels of the Human Skin 
and Their Responses. 


Last month Sir Thomas arrived in America 
from Isndon to give a series of lectures under 
the auspices of the New York Academy of Medi- 
eine. We have been fortunate in having him 
here with us in Boston for a brief visit this week 
and especially in hearing him speak on Ray- 
naud’s Disease at the opening meeting of the 
annual series held by the New England Heart 
Association at the Boston Medical Library. 

To meet Sir Thomas Lewis is a happy and 
stimulating event. We hope that we in Boston 
may have this privilege soon again. 


THE COMMITMENT OF THE INSANE 
IN MASSACHUSETTS 


RECENT comment has appeared in the news- 
papers in regard to the commitment of insane 
patients in this community. The chief criticism 
seems to be that physicians will commit patients 
to hospitals for mental disease unjustifiably. 
Given a certain stimulation from the patient’s 
family, plus the desire on the part of a poorly 
trained physician to obtain a small fee, it is con- 
ceivable that a patient might be committed 
against the best interests of the public. The 
safeguard against this, however, has always been 
the court. No judge needs to accept the recom- 
mendation of the two physicians ‘who have seen 
the patient without further investigation on his 
part. Most judges are careful to estimate the 
qualifications of the physicians doing the com- 
mitting and assure themselves that the doctors 
are fully qualified to accept their grave respon- 
sibility. A judge recently told the writer that, 
although he had committed from his eourt 
many thousands of patients in the last decade, 
he had never had a protest from anyone in re- 
gard to the soundness or legitimacy of the medi- 
eal testimony. Rarely does he find it necessary 
to inquire into the qualifications of the physi- 
cians who use his court. It would seem, there- 
fore, that an investigation of the procedure of 
committing insane patients in Massachusetts is 
probably unnecessary and that no evidence 
would be found against either the physicians 
or the court which would not uphold their honor 
in every respect. 


THIS WEEK’S ISSUE 


ConTaIns articles by the following named 
authors : 


CurisTIAN, Henry A. A.M., LL.D., Se.D. 
(Hon.), M.D. Johns Hopkins University School 
of Medicine 1900. Hersey Professor of the The- 
ory and Practice of Physic, Harvard University 
and Physician-in-Chief, Peter Bent Brigham 
Hospital. His subject is: ‘‘ Aortic Lesions in 
Relation to Cardiac Function and Physical 
Signs.’’ Page 893. Address: Peter Bent Brig- 
ham Hospital, Boston. 
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DENoRMANDIE, Rosert L. M.D. Harvard Uni- 
versity Medical School 1902. F.A.C.S. Instruc- 
tor in Obstetrics, Harvard Medical School. 
Chairman, Obstetrical Advisory Committee, 
Children’s Bureau. Member of White House 
Conference. His subject is: ‘‘Prenatal and 
Maternal Care.’’ Page 895. Address: 355 
Marlborough St., Boston. 


Rock, Joun. S.B., M.D. Harvard University 
Medical School 1918. F.A.C.S. Assistant in 
Obstetrics and in Gynecology, Harvard Univer- 
sity Medical School. Obstetrician to Out-Pa- 
tients, Boston Lying-in Hospital. Assistant Ob- 
stetrician, Massachusetts General Hospital. Sur- 
geon to Out-Patients, Free Hospital for Women, 
Brookline. His subject is: ‘‘Maternal Mortal- 
ity. What Must Be Done About It.’’ Page 899. 
Address: 198 Commonwealth Ave., Boston. 


BENEpict A.B., M.D. Tufts Col- 
lege Medical School 1920. F.A.C.S. Junior Vis- 
iting Surgeon for Gynecology and Obstetrics, 
Boston City Hospital. Assistant in Urology, 
Massachusetts General Hospital. Assistant in 
Gynecology and Obstetrics, St. Elizabeth’s Hos- 
pital. Instructor in Obstetrics, Tufts College 
Medical School. His subject is: ‘‘Diathermy 
in Gynecology.’’ Page 903. Address: 270 
Commonwealth Ave., Boston. 


Warrst, Paut D. A.B., M.D. Harvard Uni- 
versity Medical School 1911. Physician, Mass- 
achusetts General Hospital. Instructor in Med- 
icine, Harvard Medical School. His subject is: 
‘‘The Significance and Treatment of Cardiac 
Symptoms.’’ Page 907. Address: Massachu- 
setts General Hospital, Boston. 


THE BOSTON MEDICAL LIBRARY 
Tue Boston Mepicau History 


THE meetings of the Boston Medical History 
Club for the season of 1931-1932 are to be re- 
sumed on November 16, 1931. These small gath- 
erings of men interested in the History of Medi- 
cal Science have provided much of information 
and value to those who have availed themselves 
of the opportunity of attendance. Interest in 
this subject is increasing and it is hoped that 
this season will see still greater interest mani- 
fested. In an address made by Dr. Hobart 
Amory Hare before the College of Physicians in 
Philadelphia in 1920, upon ‘‘Osler as a Teacher 
and Clinician,’’ he said certain things apropos 
of the influence of Osler upon those associated 
with him that may well be cited here to indicate 
whence it was that he obtained that mastery 
over those who came under his influence, for it 
was through an interest in men and their doings 
in the days gone by, as well as in the age in 
which he lived, that made him what he was as 
a teacher, practitioner and consultant. It is this 
very thing that a Medical History Club seeks to 


provide. To quote Dr. Hare, he said: ‘‘Osler 
taught medical men to love the literature of the 
profession, as well as the highest type of general 
literature, and so he taught us culture and that 
the worried mind could find comfort, sustenance 
and inspiration in paths wherein we had not 
trod in this workaday world. His love of the 
Fathers in Medicine served to teach us that we 
should learn what they did before we boast of 
what we do, and his unusual knowledge of clas- 
sical literature was used to charm us as we la- 
bored.’’ A cultured profession is a progressive 
one and it behooves every doctor to cultivate his 
mind as broadly as possible. 

For the younger members of the profession the 
subjects discussed before the History Club 
should be a great help in procuring side lights 
upon the great movements that have character- 
ized the progress of the profession, as well as in 
associating with them, the names of those who 
have contributed most effectively in carrying 
them through. 

To the older members, they recall in retrospect 
many things with which experience has made 
them more or less familiar and given scope for 
philosophizing, a pleasing and profitable diver- 
sion, not only for themselves but for others. 

The columns of the New England Journal of 
Medicine will keep the interested informed as to 
dates and subjects. 

The Club will be glad to welcome new faces, 
feeling assured that the informality of discussion 
and the opportunity for familiar social inter- 
course after the meetings will be appreciated. 

CHartes F. Painter, M.D., President. 
JaMEs F', Bauuarp, Secretary. 


MISCELLANY 


TUBERCULOSIS ABSTRACTS 
By THE NATIONAL TUBERCULOSIS ASSOCIATION 
NovEMBER, 1931 


As the mariner trims his sails to the weather, so 
the physician adjusts his therapeutic measures ac- 
cording to the pathological course of the disease. 
While general principles must guide us in the 
treatment of tuberculosis, no formula applicable to 
every case can be devised. If one understands the 
sequence of events following infection by the bacillus 
of tuberculosis, the response of the tissues and of the 
natural processes of healing, treatment becomes 
more rational and adaptable to the immediate need. 
The -most we can do in our present state of knowl- 
edge is to support the natural tendencies of the 
body to overcome the disease. M. Jaquerod of 
Leysin, Switzerland, discusses the natural processes 
of healing in pulmonary tuberculosis in Tubercle of 
July, 1931. Abstracts of the article follow: 


HEALING PROCESSES IN TUBERCULOSIS 


Radiography enables us to demonstrate the ana- 
tomical changes taking place in tuberculosis during 
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life and ending in cure with a precision which is 
almost equivalent to postmortem findings. Pul 
monary tuberculosis was formerly considered as a 
chronic ailment from the very beginning. We 
now know that the disease passes through various 
stages before it arrives at a condition of chronicity. 
Virchow taught that all pulmonary tuberculosis 
lesions necessarily originated from miliary tuber- 
cles, solitary or conglomerate, and that these were 
the only specific lesions produced by the tubercle 
bacillus. Congestive or simple inflammatory 
changes in the region of chronic foci had been 
observed, but these changes were regarded merely 
as neighboring reactions without clinical signifi- 
cance. Today, we know that these lesions are 
tuberculosis, that they preceded the chronic lesions, 
and that during a period of a year or more may 
exist alone and constitute the whole of the disease. 


INFLAMMATORY NATURE OF TUBERCULOSIS 
Wilson-Fox and Green, two English patholo- 
gists, recognized the pneumonic nature of the 
lesions (in 1873-74) before the tubercle bacillus 
had been discovered. Thaon, in France (1885), 
found that the tubercle bacillus was really the sole 
cause of tuberculous pneumonic lesions. Only ten 
years ago, the distinction between miliary (pro- 
ductive) and inflammatory (exudative) lesions was 
recognized in Germany. 

This conception of the pneumonic or inflam- 
matory nature of tuberculous lesions at their origin 
is of practical importance. As long as the lesions 
are in the inflammatory stage, they may heal by 
resolution comparable in every way to the resolu- 
tion of the lesions in acute pneumonia, except that 
the process of regression lasts several months in- 
stead of one or two weeks. In the pneumonic 
stage, the bacilli are not yet solidly implanted in 
the tissues as in miliary type lesions but are still on 
the surface of the mucous membrane between the 
epithelial cells in the alveoli and the intercellular 
spaces. Consequently their destruction, and elimi- 
nation by phagocytes or other means, is rendered 
much easier. Only when these lesions do not heal 
do the manifold lesions of chronic tuberculosis 
develop, and these heal with greater difficulty. 
Indeed, when that has occurred, healing is possible 
only by the complicated processes of fibrosis and 
pulmonary retraction. 


TIME ELEMENT IMPORTANT 

The question, “How recent is the disease?” 
(that is to say, the lesion) has acquired a high 
clinical importance from the standpoint of prog- 
nosis and treatment. In recent pulmonary lesions, 
two types must be distinguished. The first type is 
encountered chiefly in childhood in an individual 
not previously infected and, therefore, non-allergic. 
If in this case the infection is slight, tuberculin 
sensitiveness will be produced but no actual disease 
capable of giving rise to clinical symptoms of 
obvious anatomical lesions. This the author calls 
abortive tuberculosis. But if the infection is more 


serious, actual disease may occur. The lesion is of 
relatively slight importance and it consists usually 
of an infiltration in the neighborhood of the point 
of inoculation with swelling of the lymph nodes 
at the hilum. These lesions are recognized by 
radiography. (In the United States, this type is 
designated as the childhood type of tuberculosis.) 
They regress slowly and heal by resolution, leaving 
no trace other than calcification in the hilum glands 
(tracheobronchial nodes). When the infection is 
too massive or if the resistance is not sufficiently 
good, the disease may continue to develop past the 
non-allergic phase and the lesions may soften or 
generalize. 

When bacillary infection takes place in an indi- 
vidual already sensitized by tubercle bacilli (rein- 
fection), the pulmonary reactions may be much 
more intense, while the reaction of the pulmonary 
lymph nodes is almost nil. (In the United States, 
this form is called adult type of tuberculosis.) The 
inflammatory reaction may go so far as necrosis 
of parts of the lung, ending in cavity formation. 
But this cavity is quite different from that of 
chronic tuberculosis. Its walls are not formed by 
a well-organized pyogenic membrane but by simple 
inflammatory tissue; and for that reason may heal 
by resolution without leaving any apparent fibrous 
scar. The cavity is, therefore, not always the final 
and most serious lesion of pulmonary tuberculosis. 

The early forms of tuberculosis described are 
capable of cure by resolution; the chronic form 
only by the complicated processes of fibrous trans- 
formation and natural or artificial organic modi- 
fication. 

PNEUMOTHORAX FAVORED 

The author is of the opinion that pneumothorax 
treatment is indicated in almost all cases of pul- 
monary tuberculosis as soon as diagnosed. Others 
consider that they are justified in waiting a certain 
time while placing the patient in the best possible 
condition for the cicatrization of his lesions. In 
favor of intervention, the author mentions the 
physician’s preference for a method which enables 
him to play an active part and at the same time 
to verify speedily the results of his intervention. 

He also feels that as the first two or early 
forms always exist before the third, it is in these 
early stages that the bacillus can be most easily — 
attacked, and, therefore, the possibilities of finding 
a remedy, of checking and curing pulmonary tu- 
berculosis are most promising if directed to the 
early types. He thinks, therefore. that the search 
for a cure should be directed to some remedy 
capable of facilitating the process of resolution.— 
The Natural Processes of Healing in Pulmonary 
Tuberculosis, .M. Jaquerod, Tubercle, July, 1931. 

THERAPEUTIC RESEARCH 

The ideal of therapy is, of course, a practicable 
bactericide. Meanwhile, as we await this, it would 
appear that a study of structure would suggest the 
following paths as worthy of exploration: 
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1. That directed toward the discovery of a 
medium or method to accelerate and heighten cellu- 
lar proliferation and fibrosis. Dangers lie in en- 
hancing the tendency of tissues to tumor-formation. 

2. That toward a medium to neutralize the in- 
toxicating products of the allergic reaction. If it 


nd 
Temperature up to 100. 4° during dis- 
pensary observation. Twelve per cent. underweight. 
marked. Sputum positive in April to animal inoculation; in 
May, to routine examinati 
later, the upper lobe had contracted 
fresh infiltration had 


and w opaque; a 
middle “lobe: the had slightly and ours 


beginning to calcify. re, both the upper and 
lobes cleared considerably and "tite is 


(From “Childhood of Tuberculosis,”’ Chadwick and 
McPhedran, Nat. Tuberc. Assn.) 

were uonspecific, it might prove a veritable boon 
in many infectious diseases, 

3. That toward a medium to neutralize the 
poisonous products that proceed from tuberculous 
foci. For reasons frequently expressed, it is be- 
lieved that these are not specific, but are substances 
that result from the death and disintegration of 
the cellular components of foci. Can a substance 
antagonistic to them be found? Or a substance 
that would so act upon the body as to ward off 
their physiological effects?—The Evolution of Tu- 
bercle, Allen K. Krause. 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC 
EDUCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 

SUNLIGHT AND ULTRAVIOLET RAys* 

It is ingrained in healthy mortals to love light. 
Even those of sedentary habits and unfitted for an 
outdoor existence prefer well-lighted and sunny 
surroundings to darkness and gloom. A child before 


*Broadcast October 15, 1931, Station WBZA—4:50 P. M. 


the age of reason instinctively seeks the light and 
abhors darkness. 

In all ages there have been sun worshippers. 

Certain customs in the various races, from the 
dawn of history down through the ages point to a 
belief in the healing power of the sun’s rays. The 
Greeks and the Romans appreciated the value of sun 
baths. They were the originators of our modern sun 
porches or solaria. 

Heliotherapy, therefore, is not a modern invention 
or a new discovery. The present day enthusiastic 
use of the sun’s rays for promoting good health and — 
alleviating disease is the result of modern advances 
in the science of physics and therapeutics during 
the past quarter century. 

_It might be well to consider for a moment a few 
of the fundamental facts concerning sunlight and 
ultraviolet rays. 

Sunlight may be defined as that form of energy 
which is emitted by the sun, acts on the organs of 
sight and has the three properties of heat production, 
light production and chemical action. 

The rays radiated by the sun travel to the earth 
in straight lines and are propagated at the same 
velocity but vary in wave-length. This difference in 
wave-length manifests itself to our eyes as color. 

These rays may be separated by passing sunlight 
ent | through a prism, which will refract and disperse 
them into a series of colors ordinarily described as 
the visible spectrum and composed of red, orange, 


ugh | yellow, green, blue, indigo and violet rays. 


There is also an invisible spectrum, composed of 
the infra-red rays below the red region of the spec- 
trum and the ultraviolet rays beyond the violet. At 
the infra-red end of the scale, we know of the very 
long light waves, some of them many miles in 
length, constituting the so-called wireless waves. 
Their presence would be quite imperceptible to us 
but for their conversion in the wireless receiving sta- 
tions, into symbols that our senses are able to per- 
ceive. 

If we follow the scale beyond the visible violet 
rays, we will find them to consist of the invisible ul- 


traviolet rays, the x-rays and beyond these, the even 


smaller wave lengths of the gamma rays of radium. 

This, then, is briefly our present-day concept of 
light and identifies the various light rays you hear 
mentioned when heliotherapy is advocated for the 
prevention of disease or the restoration of health. 

What is the basis of our present-day enthusiasm 
for the use of light rays, especially the ultraviolet 
rays, in medicine? 

Some twenty-five years ago, physicians, experi- 
menting with these newly discovered light rays, 
noted that when patients suffering with skin tuber- 
culosis were carefully exposed to these rays, a very 
favorable effect was produced on the lesions. This 
led to more extensive application of light treatment 
in the general field of medicine. As a result, this use 
of heliotherapy in treating numerous types of disor- 
ders eventually resulted in the discovery, some ten 
years ago, that the ultraviolet rays portion of the 
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solar spectrum could prevent the occurrence of 
rickets and even actually accomplish a rapid cure of 
this disease in infants and children so afflicted. 
This discovery made such a tremendous impression 
that the use of light rays as a valuable therapeutic 
agent was firmly established. Because the content 
of these ultraviolet rays in natural sunlight varies 
so greatly in various localities and in the different 
seasons of the year, artificial devices for the pro- 
duction of these rays have been widely used. Among 


these instruments may be included the carbon arc, 


lamp, the mercury vapor quartz lamp, and recently, 
window glass which allows the transmission of these 
ultraviolet rays, which ordinary window glass does 
not transmit. 

Thus has been elaborated a branch of medicine 
known as heliotherapy. This does not mean the in- 
discriminate use of natural sunlight or the artificial 
devices, but consists of intelligent, systematic and 
carefully regulated exposure. It is well to recognize 
that light is a very powerful agent. We all know 
how dangerous and destructive x-rays and radium 
rays are to the human body. Although ultraviolet 
rays are less powerful, their close relationship to 
these more intense rays makes it evident that great 
care should be exercised in our use of them. 


As well as being agents for good, their intrinsic 
powers, if improperly used, can be of great harm to 
the body. This word of caution is especially impor- 
tant when treatments with ultraviolet ray producing 
lamps are used. Such treatment should be given 
only on the advice of and under the supervision of 
a physician. 

Now we may ask what conditions have been found 
to be favorably affected by the use of light. So far, 
researches show that rickets and tetany are the only 
disease conditions that can be proved to be cured by 
the sunlight. Any beneficial effect it may have on 
other disease conditions still remains to be proved. 
There is suggestive evidence, however, that light 
rays have a very favorble effect upon many other de- 
rangements. We are all aware of the beneficial in- 
fluence produced by light and heat from our own 
experiences. 

Those of us who are responsible for the health 
and well-being of young children, especially infants, 
feel very strongly that they must have the advan- 
tage of as much sunshine as possible. We feel that 
this is necessary to insure satisfactory growth and 
development; children having this advantage are not 
so susceptible to upsets and infections during the 
first two years of life. 

It is the belief of physicians using heliotherapy 
on a large scale at institutions such as the New 
England Peabody Home for Crippled Children in 
Newton, and our State institution of similar char- 
acter at Lakeville, that there are many other fac- 
tors in addition to sunlight, entering into the im- 
provement of the patient. Among these valuable 
aids may be mentioned rest, good food, happy sur- 
roundings, fresh air, contentment; heliotherapy, 
therefore, is only one of the combination of bene- 


ficial factors that go to produce good results. Any 
of you who are particularly interested in observing 
this treatment being given, will be very much im- 
pressed and repaid by a visit to either of these ir.- 
stitutions. 

In conclusion, let us remember that sun treat- 
ment is not a panacea for all evils but that in cer- 
tain diseases and derangements, intelligent and 
systematic use of the sun’s rays serves as a valuable 
therapeutic agent. 


RECENT DEATH 


WESTON—Dr. GrorceE DAKE Weston, a recently 
retired Fellow of the Massachusetts Medical So- 
ciety, died at his home in Springfield, October 25, 
1931, at the age of 71. 

He was born at Windsor, Vt., August 9, 1860, the 
son of Horace and Sarah Dake Weston; was edu- 
cated in the public schools of that town and at 
Dartmouth College where he received the degree of 
S.B. in 1884. His degree of M.D. was taken at the 
University of Pennsylvania in 1887 followed by a 
year and a half as interne at the Blockley Hospital 
in Philadelphia. Settling in practice in Ft. Paine, 
Ala., he practiced until 1892 when he moved to 
Springfield and devoted himself to surgery. He was 
on the staff of the Springfield and Mercy hospitals 
also acting as a manager of the Wesson Maternity 
Hospital. During the years 1897, 1902 and 1904 
Dr. Weston was councilor from the Hampden Dis- 
trict Medical Society and in 1913-1914 president of 
that district society. He was a member of the 
School Committee for 12 years and numbered among 
the organizations with which he was connected: 
Bay Path Lodge, I. O. O. F.; Springfield Lodge of 
Masons, Morning Star Chapter, Springfield Coun- 
cil, Springfield Commandery, he being a 32d degree 
Mason; Nyasset Club, Melba Temple, Nobles of the 
Mystic Shrine, Springfield Academy of Medicine, and 
the American Medical Association. 

Dr. Weston’s wife, Alice M. Haskell Weston, died 
in January, 1927. A brother, Dr. Charles A. Weston, 
and a nephew, George F. Weston, survive him. 


NEWS ITEM 
HARVARD MEDICAL SCHOOL APPOINTMENTS 


For one year from September 1, 1931: 
“Charles Alexander Lamb, M.D., Austin Teaching 
Fellow in Anatomy. 

Arturo Rosenblueth, M.D., Research Fellow in 
Physiology. 

Louis Ladislaus Dienes, M.D., Assistant in Bac- 
teriology. 

Loring Whitman, M.D., Assistant in Bacteriology. 

Merrill Moore, M.D., Assistant in Neuropathology. 

Trygve Gundersen, M.D., Assistant in Ophthalmol- 
ogy. 

Arthur Tremain Hertig, M.D., Assistant in Pathol- 


ogy. 
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Samuel Hyman Epstein, M.D., Assistant in Psy- 
chiatry. 

Arvid Wilhelm Lindau, M.D., Research Fellow in 
Bacteriology. 

LeRoy Goodman, M.D., Research Fellow in Ob- 
stetrics. 

David Hurwitz, M.D., Research Fellow in Obstet- 
rics. 

Chandler McCuskey Brooks, A.M., Research Fel- 
low in Physiology. 

Rene Gayet, M.D., Research Fellow in Physiology. 

Irma Backe, M.D., Research Fellow in Psychiatry. 

John Spencer Harter, M.D., Research Fellow in 
Surgery. 


NOTICES 


REMOVALS 
Justin F. Grant, M.D., announces the removal of 
his residence and office from 592 Tremont Street, 
to 587 Tremont Street, Boston. 


Roderick A. Macaulay, M.D., announces the re- 
moval of his office from 20 Maple Street to 14 Chest- 
nut Street, Springfield, Massachusetts. 


Otis F. Kelly, M.D., announces his removal from 
St. John’s Seminary, Brighton, to Regis College, 
Weston, Massachusetts. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M., on Thursday, November 12, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
a medical clinic will be given by Dr. Henry A. 
Christian, to which physicians are cordially invited. 
The clinics will be held regularly on Thursday after- 
noons. 


PUBLIC OPERATING DAYS AT THE FAULKNER 
HOSPITAL 


The Faulkner Hospital plans to hold a public 
operating day on the first and third Thursdays of 
each month during the coming year. Details of each 
operating day will be posted at the Medical Library 
twenty-four hours in advance. 

If anyone would like individual notices, they will 
be sent on request. 

Frances C. Lapp, R.N., Supt., 
The Faulkner Hospital, 
Jamaica Plain, Mass. 


UNITED STATES CIVIL SERVICE 
EXAMINATION 


The United States Civil Service Commission an- 
nounces the following-named open competitive ex- 
amination: 

Principal Physiological Chemist 

Applications for the position of principal physio- 
logical chemist must be on file with the U. S. Civil 


Service Commission at Washington, D. C., not later 
than December 1, 1931. 

The examination is to fill a vacancy in the Bureau 
of Construction and Repair, Navy Yard, Washington, 
D. C., and vacancies occurring elsewhere, for duty 
in Washington, D. C., or in the field. 

The entrance salaries range from 
$6,400 a year. 


$5,600 to 


RADIO HEALTH MESSAGES 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 6:17 P. M. , 
November 

12 The Care of Pulmonary Tuberculosis 
19 Accidents in the Home 
26 Fatigue as a Symptom of Disease 


December 
3 Overweight—Cause and Prevention 

10 Can We Prolong Life? 

17 Pasteurized or Raw Milk 

24 Public Health in the Coming Year 

31 Mental Health 


State House BrRoapcast 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 12:30 P M. 

The various activities of the Department are dis 
cussed by the Directors of its nine Divisions. 


Rapio HEALTH ForvUM 


Directed by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M. 

Queries from the public are answered under the 
sponsorship of the Department. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 

PROGRAM 
SpecraL SERIEs oF BROADCASTS 

Sponsored by the Massachusetts Department of 
Public Health. Courtesy WEEI. Mondays 7:15 
P. M. 

Cancer 
November 
9 A Hopeful Note About Cancer 

Timothy Leary, M.D. 

Health from Zero to Ninety 
Prenatal and Infant Health 

Harold C. Stuart, M.D. 

23 Preschool and School Health 
Stanley H. Osborn, M.D. 

30 Health and the College Student 
Mary DeKruif, M.D. 
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December 
7 Health and Safety of the Young Adult 
C.-E. A. Winslow, Ph.D. 


14 Health At and After the Prime of Life 
Herbert L. Lombard, M.D. 


Wuirte House CONFERENCE ON CHILD HEALTH 
AND PROTECTION 
Round Tables 
December 
21 Round Table No. 1—Why Another Conference? 
Conducted by George H. Bigelow, M.D. 
28 Round Table No. 2—How Much Care Does the 
Well Child Need? 
Conducted by Mr. Frank W. Kiernan 


1932 
January 
4 Round Table No. 3—Health in Education—Edu- 
cation in Health 
Conducted by Raymond Patterson, Ph.D. 
11 Round Table No. 4—What a Community Owes 
to Its Children 
Conducted by Lila Owen Burbank, M.D. 
18 Round Table No. 5—Unto the Least of These 
Conducted by Mr. Alfred F. Whitman 


NOTICES OF MEETINGS 


SOUTH END MEDICAL CLUB 

The next regular meeting of the South End Medi- 
cal Club will be held at the office of the Boston 
Tuberculosis Association, 554 Columbus Avenue, 
Boston, on Tuesday, November 17, 1931, at 12 noon. 

The speaker will be Reginald Fitz, M.D., Asso- 
ciate Professor of Medicine, Harvard Medical 
School, and Physician to the Peter Bent Brigham 
Hospital. His subject will be “Recent Advances in 
Diabetes”, which will be illustrated with lantern 
slides. 

Luncheon will be served at 1 o'clock. 
cians are cordially invited. 


All physi- 


HARVARD MEDICAL SOCIETY 
Next meeting in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance), Tuesday 
evening, November 10, at 8:15 o’clock. 


PROGRAM 

Presentation of Cases. 

Medical Practice in the Labrador. By Sir Wilfred 
Grenfell, K.C.M.G. 

An Expedition to Northern Labrador. 
Alexander Forbes. 

Medical students and physicians are cordially in- 
vited to attend. 


By Dr. 


JoHN Homans, Secretary. 


MASSACHUSETTS GENERAL HOSPITAL 


A Clinical Meeting of the Staff of the Massachusetts 
General Hospital will be held in the Moseley Memo- 


rial Building, on Thursday, November 12, 1931, at | Med 


8:15 P. M. 


PROGRAM | 

1. Presentation of Cases. 

2. Adhesive Pericarditis—Experimental and Clinical 
Aspects. Dr. Claude F. Beck, 
fessor of Surgery, Western Reserve University. 

3. Adhesive Pericarditis—Clinical Manifestations and 
Surgical Treatment. Dr. E. D. Churchill, John 
Homans Professor of Surgery, Harvard Medi- 
cal School and Chief of West Surgical Service, 
Massachusetts General Hospital. 


Physicians, Medical Students and Nurses are cor- 
Te invited to attend. 
COMMITTEE ON CLINICAL MEETINGS. 


ANNUAL CONFERENCE OF SECRETARIES OF 
CONSTITUENT STATE MEDICAL ASSOCIA- 
TIONS OF THE AMERICAN MEDICAL ASSOCI- 
ATION, 1931 

PROGRAM 


Friday, November 13—10:00 A. M. 

Call to Order. Edward B. Heckel, Chairman of 
the Board of Trustees of the American Medical Asso- 
ciation. 

Remarks. HE. Starr Judd, President of the Ameri- 
can Medical Association. 

Official Records. Emma W. Pope, San Francisco. 

Practice of Medicine by Lay Organizations. C. B. 
Conklin, Washington, D. C. 

Editorial Problems. J. H. Dempster, Detroit. 

12:30 P. M. Recess. 

12:45 P. M. Luncheon. 


Friday, November 13—2:00 P. M. 

Remarks. Edward H. Cary, President-Elect of the 
American Medical Association. 

Medical and Hospital Service for Veterans. C. B. 
Wright, Minneapolis. 

The Hospital and Its Staff as a Practicing Group. 
Rollin T. Woodyatt, Chicago. 

Coérdinating the Work of Five County Societies. 
Alec N. Thomson, Brooklyn. 


Saturday, November 14—9:00 A. M. 
The Significance of Medical Leadership. A. H. 
Freiberg, Cincinnati. 
The Way of Medical Insurance. Nathan Sinai, 
Ann Arbor, Mich. 
The editors of State Journals are also invited to 
attend. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


November 10—Harvard Medical Society. See details 
on this page. 

November General Hospital. See 
notice elsewhere on this page 

November 12—Medical Clinic at the Peter Bent Brig- 
ham Hospital. See notice on page 933. 

November 13-14—Annual Conference of Secretaries of 
Constituent State Medical Associations of the American 
ical Association. See notice a 

November 17—South End Medical Club. See details 
elsewhere on this page. 


Assistant Po 
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November 25- May 6—The Harvey Society. 
See page 745, issue of October 


Nov 
April 4-8, 1932—The College of Physicians. 


See notice on page 1232, issue of June 
Autumn 1931—Spring Medical Post- 
uate ee in Berlin. See page 468, 
ugust 
DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 
January 6, 1932—At Haverhill. 
May 4, 1932—Annual meeting at Lawrence. 


Essex South District Medical Society 


mat 5, Thursday—Censors’ Meeting at Salem Hos- 
pital, 3:30 P. M. 

Decemb 
Boston. 
Puerpe 

Hath 


Harry "Solomon, 
Syphilis 


rebruary 3, 1932,° Wednesday—Council Meeting, Bos- 


Dinner 7P.M Raymond Titus 
Some Complications of and 


“sunie M. Dinner 7 P. M. Speaker: Dr. 
Subject: Modern of 


"February 10,1 1932, Hotel, Salem. 
Dini Spea Dr. Lincoln F. Sise and Dr. 
H. Ger main. ar Selection of the ‘Anesthetic 

for. the Patient and Operation. Dr. Sise to speak from 

e viewpoint of the ‘Anesthetist, and Dr. Germain from 
the viewpoint of the Surgeon. 

P. M. M. ject to pe announced 
Speaker: “Elmer W. Barron, Bosto 


932, Wednesday Essex Sanatorium, 


eaker: ur P.. 
diate Department of Health. 10-Year 


Tuberculosis Program in the Public Schoo 


tal 5, Thursday—Censors’ Salem Hospi- 


May 10, 10s, Tuesday—Annual Meeting. The Tavern, 
r and subject to be announced later. 
Ladies 


Franklin District Medical Society 


Meetings will be held on the second Tue 
March 


January, 
at 11 A. M. 


sday of Novem- 
h and May at the Weldon, Greenfield, 


CHARLES MOLINE, Secretary. 


Middiesex East District Medical Society 


At a meeting of the executive committee the following 
—— for : e Middlesex East District Medical Society 


18—At Wakefield. 
January—At Melrose. 
March—At Reading. 
May—At Woburn. 


All meeti on nn second Wednesday of each month 
unless otherwise announced. 


Middlesex South District Medical Society 


November 5—Censors’ Meeting. See page 839, issue of 
October 22. 


Norfolk South District Medical Society 

November 5—Speaker: Arthur T. Legg, M.D. Subject: 
The Treatment of f Infantile eng og 

December 3—Speaker: Geo Bigelow, M.D., Com 
missioner of Public Heaith. Some Communicable 
Disease Control Problem 

January 7—S William Reid Morrison, M.D. Sub- 
ject: Stomach 

February ‘Thin will be held at the 
City Hospital. The pevaren will be furnished by the 
members of the hospital s 

March 3—Speaker: Roderick Heffron, M.D. Subject: 
Pneumonia. 

April 7—To be announced later. 

May 5—Annual meeting. 
The time of all meetings is 12 o’clock noon. All m 
ings, except February 4, will be held at the Nook 
County Hospital, ‘South Braintree. Censors will meet on 
November and May 5 at 11:15 A. M. at the Norfolk 


County Hospital. 
N. R. PILLSBURY, Secretary. 


issue Of|s 


Suffolk District Medical Society 


November 5, 1931, at 4 o’cloc 
Candidates should make perso onal yo, to the: 
ecretary, and present. their medical diplomas at least 
one week before the examinatio 
LELAND S. McKITTRICK, Secretary. 
205 Beacon Street, Boston. 


November 18- April 27—The schedule of the _ seven 
monthly meetings of the Suffolk District Medical Society 
and the Boston Medical Libra ta sg will be held dur- 
ing 1931-32 on Wednesdays at 8:15 P. M., appears below. 

November 18, 1931—Clinical Program, Thorndike Memo- 
rial eat cers (Ae 2d and 4th Medical Services of the Bos- 
ton City Hos 

December 16, 1931—Clinical Program, Peter Bent Brig- 
ham Hospital. 

January 27, 1932—General Meeting in Association with 
the Boston Medical Library. Titles and speakers to be 
announced 

1982—Clinical Program, the Children’s Hos- 
pita 


rch 30, 1932—Clinical Program, New England Dea- 
coness 
April 27, 1932—The — Meeting, Boston Medical 
Library. of Office 
The Medical Profession e cordially invited to attend 
all of these meetings 
GEORGE 5S. DERBY, M.D., President. 
LELAND 5S. McKITTRICK, M.D., Secre 


HILBERT F. DAY, M.D., Boston’ Medical 5 (or 


November 18—See page 891, issue of October 29. 


Worcester District Medical Society 


Wednesday evening, November 11, 1931 — Worcester 
of Rooms, Franklin Street, 
7:45— : Bone ues of 
Sy philic Dr. Sta 


eases of by 


Wedn 1931 — Worcester 
. Mass. : Subject in 3 eld o e, 
Ear, Nose and Throat to be anrounced late ” 


Wednesday evening, January 13 Cit 
Hos pital, orcester, “Mass. % ::30—Dinner, menta ary 
ther. Cit y Hospital. 7:4 To announ 


nesday evenings December 
rce 


ednesday evening, February 10, 1932—Worcester State 
Hospital 6:30—D 


inner, complimentary by the Worcester 
State Hospital. 7:45—A psychiatric program to be an- 
nounced later. 


March 9, 1932—Memorial Hospital, 
> Dinner, complimen by Memo- 
rial Hospital. 7: + yg pediatric meeting th subjects 
to announced later 
ednesday evening, April 13, 19832—Grafton State Hos- 
pital, North Grafton, Mass. 6:30—Dinner, 
rafton State Hospital. 7:45—Program 
later 


Wednesday afternoon and 
eeting. Program to an 


May 11 - 


WIN C. Secretary. 


BOOK REVIEWS 


Cunningham’s Text-Book of Anatomy. Edited by 
ArTHUR Rosinson, M.D., F.R.C.S. Sixth Edition. 
New York, William Wood and Company, 1931. 
Price $11.00. 


It is now eight years since the Fifth Edition of 
this familiar standard textbook of Anatomy was 
favorably reviewed in the Journal. Six new con- 
tributors make their appearance in the Sixth Edi- 
tion among them Professor Todd of Western Re- 
serve University, the only American among the 
twelve who have taken part in the preparation of 
this volume. All the sections of the work have 


ember 5—The Censors of the Suffolk District Medi- 
bciety will meet for the examination of candidates 
T » Medical Library, No. 8 The Fenway, Thursday, 
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been revised, rearranged, or rewritten. The B. & A. 
terminology has been retained but it is of in- 
terest to note that the B. & A. classification of 
Joints has been replaced by one more in accord 
with modern teaching. Many of the old illustrations 
have been discarded and have been replaced by new 
and additional new figures have been introduced, 
bringing the total number to 1125, 620 of which are 
printed in colors with two full-page skiogram 
plates of the skull. It is always pleasurable to 
welcome the appearance of a new edition of one 
of the great standard works of Anatomy and this 
edition of Cunningham should continue for a number 
of years the useful service which its predecessors 
have rendered to medical education. 


Nutrition and Physical Fitness. By L. JEAN BOGERT, 

Ph.D. (12 mo. 540 pp. and 65 illustrations). W. B 

Saunders Co. Philadelphia and London, 1931. 
Cloth. Price $3.00 net. 


In the five parts of this book, foods, the nutri- 
tional needs of the body, the physiology and chemis- 
try of nutrition, meal planning, and diets for special 
conditions are described and discussed, and a great 
deal of useful information is given. account of 
foods is somewhat similar to that ten in many 
books of this sort; inasmuch as the use and value 
of sugars and starches, of fats, of proteins, of fruits 
and vegetables, and of food accessories are considered 
in detail. A commendable portion of the chapter on 


fruits and vegetables discusses the acid and base- 
forming foods; and describes their mode of action. 


The needs of the body include the use of food for 
fuel, for energy, and the maintenance of the tissues. 
And the chapter on mineral salts and the vitamins 
is well illustrated from articles by well-known au- 
thorities on deficiencies of the substances. The third 
section includes an account of the mechanical and 
chemical factors in digestion, metabolism and the 
ductless glands, and excretion and the factors affect- 
ing it. An outstanding feature of the book is a dis- 
cussion of meal planning, food economics and the 
effects of cooking, and fads and fancies about foods. 
Finally, the section devoted to the diet of children, 
nursing mothers, the. consumption of food after forty 
years of age, the dietary measures valuable to cor- 
rect constipation, the significance and treatment of 
under- and overweight contains a great deal of sound 
and useful advice. 

Physical fitness as a feature of the title appears 
to be somewhat misleading, as only a small portion 
of the text here and there takes into account this 
condition. The space devoted to physical exercise is 
very meagre and the value of rest and sufficient sleep 
as an essential requirement of the nutritive processes 
has not, perhaps, been given the attention it deserves. 

The style of writing is better adapted to a refer- 
ence book than a narrative of nutrition. The paper 
and print are good, and there are many interesting 
illustrations. Many references are given, and the 
index appears complete. The book should be of value 


to many, but of especial interest to stn nurses, 
and medical students. 


Resistance to Infectious Diseases. Dr. HANS ZINSSER, 
Professor of Bacteriology and Immunity, Medical 
School, Harvard University. Pp. 650. Fourth Edi- 
tion. The Macmillan Company, New York, N. Y. 
1931. Price $7.00. 


Zinsser’s well-known “Infection and Resistance” 
appears now under the title of “Resistance to Infec- 
tious Diseases” because the study of immunology has 
become less a matter of guinea pigs and test tubes 
and more a matter of human beings, sick or well, 
and experiments in the field. In consequence, im- 
munology is now of more interest and importance to 
the practising physician, and the new title, more 
likely than the old to attract the attention of physi- 


‘| cians in general, is a desirable change. The change 


of title has led to a complete revision of the text, 
as well. 

To the reader familiar with earlier editions of this 
work, no more need be said than that the present 
edition brings the subject as nearly as possible up 
to date. The author’s statement that seven or eight 
years renders a book in immunology decrepit pre- 
vents the reviewer from saying that even a new book 
on the subject is entirely up-to-date. : 

To persons unfamiliar with this work but inter- 
ested in the subject, the reviewer heartily recom- 
mends it. It is well written, authoritative, and good 
reading. The larger part of the book is devoted to 
general principles of infection and resistance, and 
the rest to a consideration of these principles as ap- 
plied to individual diseases. It is this last section 
which will prove of greatest interest to the practis- 
ing physician, and which is well worth his consid- 
eration. 


The Surgical Clinics of North America. Mayo Clinic 
Number. August 1931. Volume 11, Number 4. W. 
B. Saunders Co., Philadelphia. 


This issue opens with a clinic by Judd, Heimdal, 
and Anderson in which they discuss cases of vari- 
ous types of diverticulum of the pharynx occurring 
in women. They have secured excellent results 
using the two-stage operation similar to that origin- 


ally described by Murphy. In a case of complete 


stricture of the common bile duct associated with 
pregnancy at seven months the hepatic duct was 
anastomosed to the duodenum over a rubber tube, 
and after an uneventful convalescence, the preg: 
nancy terminated normally. They also report a 
case of hematuria with multiple abscesses of the 
kidney associated with boils over the body. 

Balfour and Down present interesting cases of 
bleeding ulcer on posterior wall of duodenum; per- 
forating ulcer on posterior wall of stomach; recur- 
ring gastrojejunal ulcer with impending colic 
fistula; recurring gastrojejunal ulcer following re- 
pair of gastrojejunocolic fistula. 
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Two rare conditions are described by Masson 
and Rieniets. They are adenocarcinoma and squa- 
mous cell carcinoma in a cyst of the mesosigmoid; 
and choledochus cyst 10 cm. in diameter occurring 
in a girl aged eight years. They also describe a 
case of extensive pyoderma of the lower part of the 
abdomen, vulva, perineum, and perianal regions 
that was treated by radical resection and pedicle 
flap repair. 

New has secured excellent results in the treat- 
ment of harelip and cleft palate using modifications 
of the Mirault and von Langenbeck operations. He 
also described three unusual tumors, viz.: lipoma of 
the pharynx containing bone; extensive epithelioma 
of the larynx and base of the tongue; and cystic 
hygroma of the neck. 

Pemberton and Mahorner describe a huge retro- 
facial intrathoracic goiter weighing 340 grams, so 
large that it had to be removed piecemeal. A pa- 
tient with congenital hemolytic icterus had been 
previously operated upon for gallstones. Following 
splenectomy she made an uneventful recovery. 
Retroperitoneal cysts are also discussed. 

Walters, Priestley, and Gray offer a clinic on total 
gastrectomy; pylorectomy for hemorrhagic ulcers; 

duod tomy; neurofibroma of the com- 
mon bile duct; ureterosigmoidal transplantation 
and plastic operations on the penis in cases of 
exstrophy of the bladder. 

Craig discusses the diagnosis and treatment of 
fracture dislocation of the cervical vertebrae with 
injury to the spinal cord. 

Higgins and Mills present some valuable experi- 
mental observations on drainage of lymph from the 
diaphragmatic pleura into the _ retroperitoneal 
spaces. 

Lundy reports his experience with sodium ethyl 
(1 methylbutyl) barbiturate (nembutal) in more 
than 2,300 cases. 

These with several other clinics all of which are 
clearly yet concisely presented and discussed make 
this issue one of genuine interest and value. 


henati 


Asthma and Hay Fever in Theory and Practice. 
Part I. Hypersensitiveness, Anaphylaxis, Allergy. 
By ArTHur F. Coca, M.D. Part II. Asthma. By 
MATTHEW WalzeR, M.D. Part III. Hay Fever. By 
Avucust A. THOMMEN, M.D. Published by Charles 
C. Thomas, Springfield, Ill., Baltimore, Md. 1931. 
Price $8.50. 


This work is important. Dr. Coca and his pupils 
have done a real service by publishing an exten- 
sive and codérdinated presentation of allergy. It is 
really three books in one. The school to which the 
authors belong distinguishes anaphylaxis in animals 
from allergy in man. It lays stress on the dem- 
onstrations of the passive local transfer of hyper- 
sensitiveness as a method of explaining its mechan- 
ism and it emphasizes the importance of non- 
bacterial “atopens” as the cause of symptoms. Each 
of the three parts reflects these principles which 
dominate the book. In each part, the pertinent lit- 


erature is reviewed with care and detail so that the 
book becomes a valuable reference volume. Repeti- 
tion is an inevitable result of the arrangement, but | 
it is not objectionable. 


Part I by Dr. Coca is not long but the 104 pages 
include a technical discussion of the relation be- | 
tween anaphylaxis, allergy, and “atopy”. The points 
are considered carefully but the author is so critical 
and controversial that the reader finds it hard to 
draw conclusions, and at the end, he still wonders 
what the true mechanism of clinical hypersensitive- 
ness may be. Nevertheless, the investigator will 
find much that is useful. New references have been 
added and provide a new point of view. The later 
pages contain discussions of such related topics as 
the Casoni Reaction, the Schwartzman Phenomenon, 
and the Tuberculin Reaction. The part ends with 
a valuable chapter which gives in detail the prep- 
aration of extracts and solutions for use in testing 
and treatment in human hypersensitiveness. 

Part II on Asthma by Dr. Matthew Walzer com- 
prises in its 345 pages a systematic, detailed, clini- 
cal study of asthma which is altogether excellent. 
Physiology is discussed although the question of a 
histamine-like poison is pertinent and needs more 
attention. Pathology is treated fully and the ab- 
stracts of thirty-three cases described in the litera- 
ture as dying from asthma and coming to autopsy 
bring the list of such cases almost up-to-date. Etiol- 
ogy, Symptoms, Functional Pathology, Diagnosis, 
Complications and Treatment are all well described. 
The new work of the British Asthma Council de- 
serves more attention. Case reports which would 
have relieved the didactic tone are omitted doubt- 
less because the space was so limited. The chapter 
on “Atopens and Other Excitants” is valuable. It 
adds a wealth of practical information and an ad- 
ditional 147 references on a host of substances 
which are potential causes of symptoms and many 
of which have been recognized as actual causes 
of trouble. Dr. Walzer is to be congratulated on 
his work. 

Part III on Hay Fever by Dr. August A. Thommen 
includes 234 pages devoted chiefly to the illustrated 
description of the important hay fever plants and 
their distribution. The many plates are excellent 
and the botanical descriptions are adequate. The 
last 63 pages deal with the diagnosis of hay fever 
and its treatment by non-specific and specific meth- 
ods. We may not approve of such a formal plan of 
treatment as is given on page 758, but its limita- 
tions are well presented. The discussions through- 
out the section are thorough and sound. 

All three authors are content to insert reference 
numbers in the text without always including the 
name of the author quoted. This forces the reader 
to frequently turn to the bibliography at the end of 
each section and this necessity brings out an un- 
fortunate defect in publication, namely, that the 
three distinct parts of the volume are not clearly 
distinguished by the page headings. The bibliog- 
raphies in the middle are hard to find. The print is 
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small and the pages long. The subject index is 
good. An index of authors would have been a val- 
uable addition. 

As a whole, the volume provides a study of asthma 
and hay fever in all their phases which is essential- 
ly complete. For those with a special interest in 
the subject, it is an important and necessary addi- 
tion to the library. The casual student and the 
general practitioner will use it chiefly as a refer- 
ence volume. 


The Foundations of Medical History. By Str D’Arcy 
Power, K.B.E., F.R.C.S. (Eng.). Baltimore: The 
Williams & Wilkins Company, 1931. x + 182 pages. 
Price, $3.00. 

Very appropriately, Sir D’Arcy Power of Lon- 
don was invited by the Johns Hopkins University 
to be the first visiting lecturer in the new Institute 
of the History of Medicine, founded in 1930. He is 
not only wel! known as a surgeon but also on ac- 
count of his valuable contributions to medical 
biography and history. He wrote the lives of prac- 
tically all the eminent surgeons of England appear- 
ing in the Dictionary of National Biography. More 
recently his name has appeared as editor-in-chief of 
the new edition of Plarr’s “Lives of the Fellows of 
the Royal College of Surgeons of England.” 

The essays here under review consist of six lec- 
tures on a variety of subjects; one gives the his- 
tory, briefly, of St. Bartholomew’s Hospital in Lon- 
don, founded in 1123, which has remained on its 
present site ever since that year, thus being the 
oldest British hospital. In the second essay Sir 
D’Arcy writes brilliantly and often in an amusing 
manner of the different forms which the art of 
dining has taken throughout the ages. Other chap- 
ters deal with the general subjects of biography, 
bibliography and iconography. It is a pleasure to 
see these delightful essays in print for naturally 
only a few people could hear them at the time they 
were given in Baltimore. 


Pediatric Education. The Century Company. 

This pamphlet is the report of the Subcommittee 
on Medical Education of the Committee on Medical 
Care for Children of the White House Conference. 

Realizing that “the vast majority of American chil- 
dren today are dependent upon the interest and care 
of a private physician for their physical well-being 
and health”, this committee undertook a study of 
(1) the practice of the physician in the field and 
his opinion as to the adequacy of his training in 
pediatrics in his medical school; (2) the teaching 
of pediatrics in our medical schools at present; 
(3) postgraduate teaching in pediatrics. A vast 
amount of information on these topics was obtained 
through questionnaires. This information has been 
analyzed by the committee. Their results are most 
interesting and instructive. As they are almost 
entirely statistical, it is impossible to summarize 
them more than they have done. The impression 
gained is that the teaching of pediatrics in the 


past might have been better, that it is unequal in 
the various schools, that it is better now than it 
was, but that there is plenty of room for improve- 
ment. It is also evident that the breadth of the field 
was not appreciated in the past and is only partially 
appreciated at present. Relatively too little atten- 
tion is being paid to the care and development of 
the normal child and physicians in general are not 
doing their share of this work. 

The committee lays out a course in pediatrics for 
medical schools which they consider covers the 
minimum essentials for the practitioner. These re- 
quirements can be covered in 200 hours, or 8% of 
the time usually devoted to the clinical branches of 
medicine in the last two years of the medical 
course. Finally, they say “Pediatrics should be 
taught from its broad viewpoint. Particular stress 
should be laid upon growth and development at all 
ages, preventive measures, both general and spe- 
cific, as well as disease in childhood, in order that 
the physician may be adequately fitted to meet the 
demands of the modern practice of medicine.” 


BOOKS RECEIVED FOR REVIEW 


Annals of the Pickett-Thomson Research Labora- 
tory. Volume VII The Pathogenic Streptococci. Pub- 
lished by Bailliére, Tindall & Cox and The Williams 
and Wilkins Company. 441 Pages. Price $10.00. 

Simple Lessons in Human Anatomy by B. C. H. 
Harvey. Published by The American Medical Asso- 
ciation. 434 Pages. Price $2.00. 

Approved Laboratory Technic by John A. Kolmer 
and Fred. Boerner. Assisted by C. Zent Garber and 
others. Published by D. Appleton and Company. 663 
Pages. Price $7.50. 

Surgical Pathology of the Genito-Urinary Organs 
by Arthur E. Hertzler. Published by J. B. Lippin- 
cott Company. 286 Pages. Price $5.00. 

A Tezxt-Book of Neuro-Anatomy by Albert Kuntz. 
Published by Lea & Febiger. 359 Pages. Price $5.50. 

Surgical Pathology of Prostatic Obstructions by 
Alexander Randall. Published by The Williams & 
Wilkins Company. 267 Pages. Price $7.00. 

Simplified Diabetic Management by Joseph T. 
Beardwood Jr. and Herbert T. Kelly. Published by 
J. B. Lippincott Company. 191 Pages. Price $1.50. 

Surgical Pathology of the Diseases of Bones by 
Arthur E. Hertzler. Published by J. B. Lippincott 
Company. 272 Pages. 

Bulletin of the National Research Council, Number 
83 by George H. Weinmann. Published by The Na- 
tional Research Council of The National Academy of 
Sciences. 240 Pages. Price $3.00. 

Lehrbuch Der Urologischen Diagnostik by Leopold 
Casper and Edwin Picard. Published by Georg 
Thieme. 473 Pages. 

Medical Electricity for Students by A. R. I. Browne. 
Third Edition. Published by Humphrey Milford, Ox- 
ford University Press. 245 Pages. Price $4.00. 

The Commoner Nervous Diseases by Frederick J. 
Nattrass. Published by Humphrey Milford, Oxford 
University Press. 218 Pages. Price $4.00. 
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